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FOREWORD 


The  intent  of  this  volume,  like  others  in  this  series,  is  to  facilitate  the 
exchange  of  knowledge  in  the  alcoholism  treatment  field,  and  to  encourage  new 
investigators  and  investigations  in  this  complex  area.  A guiding  principle  for 
development  of  the  series  has  been  that  it  serve  as  a resource  and  reference 
handbook  for  researchers.  When  contemplating  studies  in  alcoholism  treatment 
assessment,  researchers  are  generally  confronted  with  the  challenging  task  of 
locating  and  then  evaluating  a vast  literature,  replete  with  enormous  diversi- 
ties in  methodologies,  designs,  instrumentation,  and  goals.  This  series  is  an 
attempt  to  simplify  some  of  those  tasks,  and  stimulate  the  conduct  of  enhanced 
future  research  projects. 


Dan  J . Letti eri , Ph . D. 


PREFACE 


Summaries  of  Alcoholism  Treatment  Assessment  Research  provides  researchers  and  program  admin- 
istrators  highlights  of  the  current  work  and  thinking  in  the  alcoholism  treatment  assessment  field. 
By  reflecting  back  to  the  profession  the  work  that  has  been  undertaken,  it  is  hoped  that  a use- 
ful picture  of  the  accomplishments  to  date  and  the  challenges  of  the  future  will  emerge. 

In  choosing  the  articles  and  books  for  inclusion  in  the  volume,  a Peer  Review  Panel  of  active 
researchers  and  clinicians  was  asked  to  review  a list  of  several  hundred  relevant  works.  The 
works  provided  the  panel  were  published  mostly  from  1976  through  mid-1984.  A few  works  dated 
prior  to  1 976  that  were  considered  of  major  importance  were  also  included.  The  literature  search 
concentrated  primarily  on  American  issues,  and  only  English-language  items  were  included. 
Emphasis  in  the  selection  process  was  placed  on: 

• outcome  studies  with  random  assignments  and  controls,  and  other  types  of  outcome  studies  of 
major  importance 

• longitudinal  studies 

• empirical  studies  matching  clients  with  treatment  approaches 

• evaluations  of  specific  methodological  approaches,  either  central  or  adjunct  in  nature  (e.g., 
preparation  for  community  reentry,  anxiety  and  stress  reduction,  the  use  of  LSD  or  hypnosis) 

• the  role  of  significant  others  (family,  spouse,  etc.)  in  outcome 

• followup  activities  related  to  outcome 

• correlated  pathologies  affecting  outcome  (e.g.,  depression) 

• studies  identifying  and  defining  relevant  assessment  variables  (e.g.,  biochemical  correlates 
and  measures,  characteristics  of  alcoholic  subgroups,  multiple  outcome  measures) 

The  Peer  Review  Panel  members  independently  ranked  each  citation  and,  in  certain  cases,  nomi- 
nated additional  key  works  that  had  not  been  included  in  the  original  working  list.  Each  citation 
was  given  a numeric  value  based  on  the  individual  rankings  of  the  panel  members. 

The  highest  ranked  citations,  deemed  of  major  significance,  were  fully  abstracted  and  comprise 
part  1 of  this  volume.  Part  2 consists  of  works  also  highly  ranked  by  the  panel,  but  they  .ire 
more  concisely  summarized.  Although  several  works  are  included  that  were  not  voted  on  by  the 
panel  (mostly  works  nominated  by  individual  panel  members),  in  general  the  items  selected  for 
inclusion  are  those  that  received  the  highest  rankings  by  the  Peer  Review  Panel.  The  rather 
extensive  bibliography  at  the  end  of  the  volume  is  based  on  the  recommendations  of  the  panel 
regarding  the  remainder  of  the  original  working  list,  their  suggestions  for  inclusion,  and  addi- 
tional searches  of  the  literature. 

Any  volume  such  as  this,  which  is  by  its  nature  greatly  abbreviated,  only  highlight  - ...  • i i:  : 

made  in  the  original  articles  and  books.  It  is  intended  that  these  summaries  serve  as  convenient 
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reference  tools,  and  readers  should  keep  in  mind  that  they  are  not  intended  to  substitute  for 
the  original  works. 
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INTRODUCTION 


Edward  Gottheil,  M.D.,  Ph.D. 

Jefferson  Medical  College  of  Thomas  Jefferson  University 
Philadelphia,  Pennsylvania 


Although  the  history  of  alcoholism  is  a long  one,  the  history  of  alcoholism  treatment  is  relatively 
short,  and  the  history  of  alcoholism  treatment  outcome  studies  is  shorter  still.  Nevertheless, 
because  of  the  great  number  of  afflicted  individuals  and  families,  the  costs  of  providing  treatment 
services,  and  the  even  greater  societal  costs  attributable  to  the  behavior  of  alcoholic  individuals 
who  are  not  in  treatment,  the  results  of  alcoholism  treatment  evaluations  have  become  a matter 
of  great  interest  and  importance. 

Does  alcoholism  treatment  work?  The  question  is  put  to  us  by  patients,  legislators,  referring 
physicians,  social  planners,  and  many  others.  It  is  a simple  question,  and  the  simple  answer  is 
that  it  does.  Experienced  individuals  working  in  the  field  of  alcoholism  indicate  that  treatment 
is  helpful  and  that  more  clinicians,  programs,  facilities,  and  resources  are  needed  to  care  for 
the  large  number  of  patients  in  this  country  with  alcohol  problems.  After  treatment  many  patients 
provide  glowing  testimonials  about  how  their  treatment  helped  them  turn  their  lives  around  and 
saved  them  from  skid  row.  A review  of  treatment  outcome  studies  reveals  that  the  vast  majority 
report  beneficial  results  (Emrick  1974,  1975). 

Outcome  studies,  prior  to  the  1960s,  were  few  in  number,  were  not  well  controlled,  and  lacked 
objectivity  (Voegtlin  and  Lemere  1 942;  Hill  and  Blane  1967).  Since  that  time,  they  have  been 
increasing  in  both  number  and  quality.  The  hypotheses  and  questions  have  become  more  precise 
and  the  research  designs  more  sophisticated.  Instead  of  merely  asking  whether  patients  benefit 
from  treatment,  studies  began  to  focus  on  whether  certain  types  of  patients  are  more  likely  to 
benefit  (e.g.,  the  less  severely  addicted,  those  who  have  hit  bottom,  males  or  females,  young 
or  old,  black  or  white,  socially  stable  or  unstable,  self-referred)  and  whether  certain  types  of 
treatments  are  more  likely  to  be  beneficial  (e.g.,  inpatient  or  outpatient,  individual  or  group, 
self-help,  pharmaceutical,  behavioral,  analytic,  therapeutic  community).  Thus,  in  the  short  span 
of  several  decades,  we  have  seen  a great  deal  of  progress  from  initial,  naive  studies  of  whether 
alcoholism  treatment  in  general  is  largely  beneficial  to  patients  in  general,  to  studies  directed  at 
learning  more  about  whether  particular  types  of  patients  are  more  likely  to  benefit  from  particular 
types  of  treatments  and  how  we  can  best  match  patient  needs  and  treatment  methods  (Gottheil 
et  al.  1981a) . 

At  the  same  time,  greater  emphasis  has  been  placed  on  evaluating  the  evaluation  studies.  Patient 
testimonials  and  clinical  impressions,  even  of  experienced  therapists,  are  being  given  less  weight. 
This  in  itself  is  an  indication  of  the  extent  to  which  the  field  has  advanced,  for  in  many  other 
areas  of  medicine  these  are  often  considered  the  most  reliable  sources  of  information.  With  out- 
come studies  of  alcoholism  treatment,  it  is  now  customary  to  ask  about  the  precision  with  whu  h 
the  patient,  treatment,  and  criterion  variables  have  been  described,  how  the  samples  were 
selected,  and  whether  control  groups  were  included  in  the  research  design. 

We  have  also  learned  that  identically  worded  questions  about  the  value  of  alcoholism  treatment 
take  on  markedly  different  meanings  depending  on  who  is  asking  the  questions.  Value,  lik.- 
beauty,  is  in  the  eye  of  the  beholder.  To  a patient  it  may  mean  increased  sleep,  to  a lcgisl.it'  r 
decreased  government  expenditures,  to  an  employer  less  absenteeism,  and  to  an  insur-m  <■ 
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company  executive  a ratio  between  claims  for  alcoholism  treatment  and  claims  for  automobile  acci- 
dents. Outcome  results,  then,  may  be  relevant  to  one  perspective  but  not  another  and  may  be 
seen  as  valuable  from  one  perspective  but  not  another. 

There  are  many  different  types  of  issues  that  are  relevant  to  the  evaluation  of  alcoholism  treat- 
ment outcome  studies.  For  ease  of  presentation,  certain  issues  were  selected  that  will  be  con- 
sidered from  four  perspectives:  treatment,  fiscal,  scientific,  and  administrative.  Both  the  issues 

and  perspectives  were  chosen  arbitrarily.  They  are  not  comprehensive,  and  there  is  a great 
deal  of  overlap.  This  introduction,  then,  is  not  an  exhaustive  or  unbiased  overview  of  alcohol- 
ism treatment  evaluation  studies,  but  rather,  presents  a view  on  some  of  the  important  current 
issues,  findings,  and  problems  in  the  field. 


TREATMENT  PERSPECTIVE 

Individuals  who  are  considering  treatment  are  mainly  interested  in  knowing  about  the  chances 
that  they  will  be  helped.  They  may  also  be  interested  in  costs,  insurance  coverage,  and  treat- 
ment approach,  but  these  are  secondary  issues.  Primarily,  they  want  to  know  what  alcoholism 
treatment  will  do  to  or  for  them.  "Will  it  help  me  feel  better,  relax,  improve  my  sleep,  be  less 
shy  and  depressed,  gain  confidence,  relate  to  my  wife,  face  my  boss?  Will  the  stomach  pains, 
tremors,  and  hallucinations  stop?  Will  the  charges  of  child  abuse  be  dropped  and  will  I be  able 
to  keep  my  children?  Will  I be  able  to  regain  control  and  drink  socially?"  There  are  also  a vari- 
ety of  concerns  regarding  difficulties  of  withdrawal,  the  need  for  hospitalization,  length  of  time 
away  from  work  and  the  possible  loss  of  a job,  availability  of  medication  for  anxiety  or  depression, 
social  stigma,  the  need  to  accept  religious  principles,  and  life  without  alcohol.  Different  individ- 
uals will  have  different  profiles  of  needs  and  concerns  and,  consequently,  different  treatment 
goals.  Moreover,  the  same  individuals  may  have  different  needs  and  concerns  at  different  times. 

Family  members,  for  the  most  part,  will  endorse  the  same  outcome  goals,  although  they  may  place 
more  emphasis  on  those  relating  to  responsibility,  reliability,  decreased  aggressive  behavior, 
and  abstinence. 

Therapists,  too,  will  wish  to  help  their  patients  feel  better,  but  they  may  phrase  their  treatment 
goals  somewhat  differently  and  pose  additional  questions  for  evaluation  studies.  They  may  be 
looking  for  increased  insight,  self-realization,  problem-solving  ability,  ego  strength,  social  sen- 
sitivity, assertiveness,  or  frustration  tolerance.  They  are  likely  to  be  satisfied  that  treatment 
is  helpful  but  desire  to  know  more  about  which  treatment  methods  and  modalities  are  most  helpful 
and  which  ones  are  suited  to  which  patients. 

Outcome  studies  are  necessarily  concerned  with  the  selection  of  criteria  according  to  which  out- 
come results  are  to  be  evaluated.  The  outcome  goals  of  patients,  family  members,  and  therapists 
involved  in  the  treatment  process  all  qualify  as  legitimate  criterion  variables,  and  the  questions 
they  ask  are  important  subjects  of  inquiry  for  evaluation  studies.  As  noted,  however,  the 
desired  benefits  to  be  derived  from  treatment  vary  from  one  patient  to  another  and  may  differ 
from  those  described  by  family  members  or  therapists. 

Followup  studies  that  attempt  to  assess  patients'  perceptions  of  improvement  have  usually 
employed  self-report  questionnaires  made  up  of  items  or  groups  of  items  pertaining  to  the  various 
categories  of  desired  benefits.  Some  studies  have  administered  the  same  questionnaire  before 
and  after  treatment  for  the  purpose  of  evaluating  changes  in  specific  areas,  and  particularly  in 
those  indicated  initially  as  problem  areas.  In  some  studies  the  questionnaires  have  been  admin- 
istered to  family  members  to  obtain  additional  information  regarding  outcome,  to  obtain  more 
dependable  information,  or  to  validate  patients'  responses.  Therapists'  ratings  based  on  face-to- 
face  or  telephone  interviews  have  also  been  employed  to  gain  additional  or  more  objective  data, 
or,  again,  to  validate  patients'  responses. 

Concerns  regarding  the  reliability  and  validity  of  patients'  self-reports  have  led  to  the  use  of 
other  more  objective  criteria  such  as  arrests,  days  missed  from  work,  laboratory  studies  of  liver 
function,  surprise  visits  to  patients  to  obtain  blood  alcohol  levels,  and  mortality  rates.  While 
these  data  may  be  very  useful  for  a variety  of  purposes,  they  do  not  reveal  whether  the  patient 
is  feeling  better  or  worse.  Family,  therapist,  or  laboratory  reports,  no  matter  how  objective, 
reliable,  or  valid  they  may  be,  do  not  indicate  patient  satisfaction.  If  our  task  is  to  help  our 
patients  feel  better,  the  only  valid  way  we  can  learn  whether  we  are  accomplishing  this  task  is 
to  ask  them.  If  we  do  not  obtain  their  self-reports,  then  despite  many  other  seemingly  positive 
indications,  we  run  the  risk  of  not  meeting  their  needs  or  assessing  their  apprehensions. 
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The  treatment  evaluation  literature  provides  considerable  information  relevant  to  many  of  the 
above  issues  and  concerns.  For  example,  a review  of  384  treatment  studies  revealed  that  two- 
thirds  of  the  patients  were  improved  at  followup  and  that  patients  who  received  an  adequate 
course  of  treatment  did  better  than  those  who  received  minimal  treatment  (Emrick  1974,  1975). 
Similarly,  a study  of  different  N I A AA-supported  alcoholism  centers  indicated  that  two-thirds  of 
the  patients  improved  and  that  those  who  received  adequate  amounts  of  treatment  did  better  than 
those  who  did  not  (Armor  et  al . 1976). 

Progress  has  also  been  made  in  identifying  the  characteristics  of  those  patients  who  are  more 
likely  to  profit  from  treatment.  In  a number  of  studies,  high  socioeconomic  status,  higher  edu- 
cation, social  stability  (marital,  employment,  residential),  shorter  duration  of  problem  drinking, 
lack  of  cognitive  impairment,  religious  practices,  self-esteem,  less  psychopathology,  etc.  have 
been  found  to  be  associated  with  better  outcome  results  (Ogborne  1978). 

Evaluation  studies  that  have  relied  primarily  on  information  obtained  from  patients  have  often 
been  questioned.  However,  many  recent  studies  have  now  demonstrated  significant  and  moder- 
ately high  agreement  between  patients'  self-reports  and  data  obtained  from  a variety  of  other 
sources  (Armor  et  al . 1976;  Carpenter  et  al . , in  press;  Cooper  et  al . 1981;  Hesselbrock  et  al . 
1983;  Sobell  and  Sobell  1 975).  The  evaluation  studies  have  also  become  more  useful  and  meaning- 
ful as  techniques  have  been  developed  that  markedly  increase  followup  return  rates  (Annis  1979; 
Barr  and  Cohen  1979;  Brechner  et  al.  1976;  Cottheil  et  al.  1979;  Intagliata  1976;  Pettinati  et  al. 

1 982a;  Vannicelli  et  al . 1976).  There  is  a continuing  effort  to  find  still  better  predictors  of 
treatment  outcome  and  more  specifically  identify  optimal  treatment  techniques  for  particular  types 
of  patients.  Identification  of  the  needs  and  problems  of  patients  entering  treatment,  those  who 
remain,  and  those  who  drop  out  is  being  scrutinized,  as  well  as  the  relationship  between  these 
patient  problems  and  relapses  following  treatment  (Marlatt  and  Gordon  1 984). 

While  the  progress  that  has  been  made  is  most  encouraging,  the  information  about  that  progress 
unfortunately  has  not  been  adequately  communicated  to  patients,  family  members,  therapists, 
referring  physicians,  voters,  and  legislators.  There  is  a great  need  for  us  to  improve  our 
methods  of  transferring  such  information  to  those  who  need  it. 

Up  to  this  point  we  have  been  discussing  treatment  outcomes  and  benefits  from  the  perspective 
of  those  involved  in  the  treatment  process.  A new  set  of  issues  emerges  when  treatment  costs 
are  brought  into  consideration. 


FISCAL  PERSPECTIVE 

MBAs,  accountants,  and  economists  have  been  entering  the  field  and  by  now  are  fully  ensconced. 
"Accountability,"  "quality  assessment,"  "cost  benefit,"  "cost  efficiency,"  "cost  effectiveness," 
and  "bottom  line"  are  terms  that  have  taken  their  place  along  with  "insight,"  "reinforcement," 
"withdrawal,"  "empathy,"  and  the  like.  There  has  been  a growing  insistence  that  our  treatment 
programs  be  evaluated  and  justified  not  only  on  humanitarian  and  medical  grounds  but  also  from 
an  economic  point  of  view.  Accordingly,  sophisticated  and  complicated  models  of  cost-benefit 
analyses  for  alcoholism  treatment  programs  have  been  designed,  and  all  that  seems  to  be  needed 
are  appropriate  cost  and  benefit  parameters  to  plug  into  the  formulas  (Hertzman  and  Montague 
1977;  Paredes  and  Gregory  1978;  Swint  and  Nelson  1977). 

Cost  parameters  are  not  too  difficult  to  come  by.  Finding  commonly  accepted  benefit  parameters, 
however,  remains  a problem.  For  example,  fewer  automobile  accidents,  increased  working  days 
and  productivity,  decreased  days  spent  drinking  or  intoxicated,  decreased  personal  distress, 
and  increased  ego  strength  all  qualify  as  highly  desirable  benefits.  However,  while  some  of  these 
benefits  can  be  objectively  measured  and  assigned  dollar  values,  others,  of  equal  or  greater 
importance,  are  difficult  to  quantify,  measure,  or  even  define.  Furthermore,  since  the  possible 
benefits  are  many  in  number,  and  improvement  in  one  does  not  necessarily  imply  improvement  in 
another,  difficulties  arise  with  respect  to  which  benefits  are  most  important  to  whom  and  for  what 
purposes,  the  extent  to  which  improvement  in  one  makes  up  for  lack  of  improvement  in  another, 
and  how  to  weigh  and  combine  two  or  more  into  an  overall  measure. 

Faced  with  these  difficulties  in  assessing  outcome  benefits,  most  program  administrators  confronted 
with  increasing  funding  cutbacks  initially  focus  on  increasing  their  cost  efficiency,  i.e.,  dccr.si 
ing  program  costs  per  unit  of  service,  and  not  dealing  directly  with  the  more  problemat m issues 
of  benefits,  quality  of  care,  and  effectiveness.  The  current  system  of  Diagnostic  Relate  d <u  . i;  . 
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for  example,  represents  a cost-efficiency  type  of  approach  in  which  reimbursement  is  made  accord- 
ing to  the  number  of  units  of  service  provided. 

The  first  steps  taken  to  decrease  costs  per  unit  of  service,  whether  the  units  are  inpatient  hos- 
pital days,  outpatient  visits,  or  individuals  within  a particular  DRG,  are  to  eliminate  wasteful 
practices  and  frills.  One  trims  the  fat  and  tightens  the  belt.  But  the  extent  to  which  such 
savings  can  be  realized  is  limited,  and  as  demands  for  greater  cost  efficiency  continue,  tightening 
becomes  progressively  more  difficult.  Should  one  eliminate  a secretarial  position,  decrease  the 
number  of  laboratory  tests  further,  overschedule  outpatient  visits  to  avoid  down  time  due  to 
missed  visits,  decrease  staff-to-patient  ratios  on  inpatient  services,  or  increase  the  case  loads 
of  outpatient  therapists?  Such  steps  may  very  well  begin  to  impinge  on  patient  care  and  staff 
morale.  Attempts  to  achieve  further  savings  while  maintaining  the  same  number  of  units  of  serv- 
ice may  lead  one  to  consider  hiring  less  experienced  and  qualified  staff  and  letting  them  go  when 
they  gain  experience  and  earn  salary  increases,  and  decreasing  the  number  of  administrative 
personnel.  These  steps  are  sometimes  counterproductive,  leading  to  inefficiencies  that  may 
increase  rather  than  decrease  costs. 

Of  course,  most  cost-efficiency  program  advocates  implicitly,  if  not  explicitly,  assume,  or  desire, 
that  as  the  number  of  units  of  service  are  maintained  and  the  costs  are  reduced,  quality  of  serv- 
ice will  not  suffer.  There  comes  a point,  however,  at  which  decreasing  expenditures  results  in 
decreased  quality  of  care,  and  it  becomes  necessary  to  consider  what  benefits  are  being  derived 
from  the  funds  that  are  being  expended  and  to  evaluate  the  effectiveness  of  the  services  being 
provided . 

Cost-effectiveness  analyses  involve  comparisons  between  the  dollar  costs  of  delivering  services 
and  the  dollar  amounts  of  benefits  that  are  derived  from  providing  the  services.  Benefits  such 
as  decreased  turmoil  and  distress  of  patients  and  their  families  are  not  convertible  into  dollars 
and  are  not  included  in  these  analyses. 

A number  of  interesting  studies  have  been  done  in  which  the  costs  to  society  of  having  10  million 
problem  drinkers  in  the  country  have  been  estimated  and  compared  with  the  costs  of  funding 
alcoholism  treatment  programs  (Berry  and  Boland  1 977;  Cruze  et  al . 1981;  Institute  of  Medicine 
1 980;  Korcok  1 984;  Saxe  et  al.  1983).  Examples  of  the  categories  of  costs  that  have  been  con- 
sidered include  alcohol-related  vehicular  crashes;  fires,  and  other  accidents;  property  damage; 
employee  absenteeism,  loss  of  productivity,  and  income  taxes  that  would  have  been  paid  had  the 
individuals  been  working;  welfare  and  medical  assistance  administration  and  payments;  expendi- 
tures for  monitoring,  apprehending,  and  trying  individuals  for  2.5  million  alcohol-related  offenses 
annually  that  include,  in  addition  to  DWIs,  thousands  of  homicides  and  more  than  half  of  all  cases 
of  spouse  abuse,  child  battering,  and  aggravated  assault;  prison  expenses;  and  treatment  costs. 
Although  the  cost  calculations  and  categories  have  varied  somewhat  from  one  study  to  the  next, 
the  overall  estimates,  when  corrected  for  inflation  and  converted  into  1983  dollars,  have  been 
generally  quite  similar  and  average  about  $120  billion.  Costs  of  this  magnitude  obviously  create 
a significant  annual  drain  on  societal  resources. 

Treatment  costs  were  calculated  as  accounting  for  about  12  percent  of  the  total  costs.  However, 
included  in  the  treatment  cost  category  have  been  not  only  the  costs  for  alcoholism  treatment 
programs  but  also  the  costs  for  treating  alcohol-related  conditions  such  as  alcoholic  psychoses, 
other  psychiatric  disorders,  cirrhosis,  fetal  alcohol  syndrome,  cardiomyopathy,  trauma,  gastro- 
intestinal and  neurological  disorders,  nutritional  deficiencies,  neoplasms,  and  endocrine,  meta- 
bolic, and  hematologic  disorders.  What  proportion  of  these  costs  should  be  attributed  to  the 
treatment  of  alcoholism  and  what  proportion  to  the  treatment  of  the  consequences  of  alcoholism 
is  not  entirely  clear.  If  we  consider  the  costs  of  treating  alcohol-specific  conditions  such  as 
alcoholism,  alcoholic  psychoses,  and  cirrhosis,  then  the  costs  of  treatment  amount  to  but  1.5 
percent  of  the  overall  costs  that  alcoholism  imposes  on  society.  While  it  would  seem  reasonable, 
humane,  and  economically  prudent  to  divert  funds  from  the  98.5  percent  category  of  payments 
for  the  consequences  of  alcoholism  to  the  1.5  percent  category  of  payments  for  treatment,  the 
argument  thus  far  has  apparently  not  been  convincing  to  our  social  and  economic  planners. 

In  response  to  a request  by  the  Subcommittee  on  Health  of  the  Senate  Finance  Committee,  a 
review  of  the  literature  on  the  effectiveness  and  costs  of  alcoholism  treatment  was  conducted 
(Saxe  et  al.  1 983).  Twelve  pertinent  studies  were  found  and  described  in  some  detail.  The 
results  of  these  studies  indicated  that  the  savings  realized  through  decreased  medical  care  visits 
and  reductions  in  days  lost  due  to  sickness,  injury,  and  accidents  exceeded  the  costs  of  provid- 
ing alcoholism  treatment.  It  was  suggested  that  the  existence  of  positive  results  from  12  studies 
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conducted  by  independent  investigators  in  different  settings  provided  considerable  weight  to  the 
conclusion  that  alcoholism  treatment  is  cost  effective. 

Despite  these  studies,  and  those  previously  cited  indicating  that  treatment  is  beneficial,  many 
still  remain  unconvinced.  The  studies  are  criticized  on  various  methodological  grounds  and  it  is 
argued  that,  until  better  experimental  studies  provide  more  definitive  data,  there  is  no  certainty 
that  the  overall  societal  costs  of  alcoholism  will  be  reduced  by  providing  more  funds  for  alcohol- 
ism treatment. 


SCIENTIFIC  PERSPECTIVE 

Why  the  field  of  outcome  research  remains  open  to  criticism  must  appear  puzzling  to  the  recently 
graduated  research  methodologist,  since  the  requirements  necessary  to  satisfy  methodological 
standards  for  experimental  research  studies  are  so  well  known.  These  requirements  would  specify 
that  representative  samples  of  patients  be  matched  or  randomly  assigned  to  treatment  conditions, 
that  the  alternative  treatment  conditions  be  equally  attractive  to  the  patients  and  be  delivered 
consistently  and  without  bias  by  randomly  assigned  or  matched  therapists,  and  that  followup  be 
done  independently,  using  meaningful  and  reliable  criteria.  Studies  meeting  these  standards, 
however,  have  not  been  done  and  are  not  likely  to  be  done  (Gottheil  et  al.  1981b).  Inherent  in 
the  clinical  situation  are  some  very  real  and  troublesome  patient,  treatment,  and  criterion  prob- 
lems that  we  cannot  control  or  manipulate  as  one  might  in  the  laboratory. 

Patients  attending  particular  treatment  programs  or  even  treatment  delivery  systems  are  not  likely 
to  be  representative  of  alcoholics  in  general.  Moreover,  many  alcoholics  do  not  enter  alcoholism 
treatment  facilities,  but  receive  care  in  many  other  settings  from  many  types  of  caregivers.  As 
a consequence,  truly  representative  patient  samples  have  not  been  available  for  study.  Given  a 
particular  sample,  randomly  assigning  patients  to  alternative  treatments  or  to  no  treatment  poses 
many  difficulties.  Some  patients  come  or  are  brought  for  detoxification  and  desire  no  further 
treatment.  Some  are  interested  in  particular  services  or  methods  and  resist  treatment  assignments. 
Some  willingly  volunteer  to  be  randomly  assigned  for  various  reasons  that  require  study  in  their 
own  right.  Others  need  antidepressants  or  tranquilizers.  Clearly,  we  cannot  randomly  assign 
to  treatments  patients  who  do  not  wish  treatment,  who  are  interested  in  particular  treatments, 
or  who  need  specific  treatments.  If  we  believe  that  treatment  is  helpful,  then  there  are  ethical 
problems  in  assigning  patients  to  a no-treatment  condition.  Attempts  to  provide  control  conditions 
such  as  waiting  lists  or  minimal  treatment  run  up  against  the  problem  of  making  them  appear  as 
equally  attractive  and  meaningful  as  the  treatment  conditions.  Thus,  while  random  assignment 
is  a routine  procedure  in  laboratory  experiments,  it  may  be  impractical,  potentially  unethical, 
and  intrusive  in  the  clinical  setting. 

The  alternative  approach  of  studying  matched  groups  is  no  less  difficult.  While  many  patient 
characteristics  have  been  found  to  be  related  to  treatment  outcome,  the  correlations  generally 
have  been  weak  and  inconsistent.  Attempts  to  match  groups  on  many  variables  result  in  very 
small  numbers  of  cases  in  many  of  the  cells.  It  may  be  that  we  have  not  yet  found  the  critical 
predictor  variables  or  that  our  measures  of  the  variables  are  too  crude  and  unreliable.  Another 
possibility,  however,  is  that  some  of  these  variables  might  accurately  predict  outcome  in  particu- 
lar treatment  programs  or  modalities,  while  we  have  been  attempting  to  predict  outcome  in  generji. 

If  we  wish  to  focus  on  particular  treatments,  compare  treatments,  or  match  patients  to  treatments, 
we  will  need  to  define  and  categorize  treatment  parameters  and  quantify  treatment  delivery. 

Here,  again,  there  are  many  problems.  For  example,  how  many  hours  of  group  therapy  arc- 
equivalent  to  1 hour  of  individual  therapy?  How  many  outpatient  visits  or  days  of  day  treat- 
ment are  equal  to  1 day  of  inpatient  care?  These  questions  are  further  complicated  b.  tnc-  ma  j 
to  take  into  account  the  size  of  the  groups,  the  staff-patient  ratios  of  the  inpatient  services, 
and  the  types  and  qualifications  of  the  staff.  One  might  wish  to  use  cost-efficiency  u>np.i'-isi>ns. 
but  the  least  costly  treatment  may  not  be  beneficial  or  cost  effective.  Patients  with  akaneli 
hallucinosis,  for  example,  may  need  to  be  in  the  hospital. 

In  terms  of  treatment  delivery,  the  assumption  that  an  hour  of  therapy  with  one  m livid  m;  , . 
the  same  as  an  hour  with  another  may  be  unwarranted,  even  if  both  are  of  the  s . • in. 
schoo\.  Similarly,  we  may  not  be  justified  in  concluding  that  treatment  A is  .better  tium  : 
ment  B,  if  the  A and  B therapists  were  not  matched  with  respect  to  training,  exper  ei 
personality.  Even  if  we  could  accurately  measure  these  variables,  it  is  not  it  ,ih  iw  , , in.,-  ... 
could  find  suitably  matched  therapists  to  represent  the  different  therapies. 
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Given  the  difficulties  of  matching  therapists,  one  might  consider  randomly  assigning  them  to 
deliver  the  different  treatments  or  rotating  them  through  the  treatments  in  a balanced  design. 

It  seems  most  unreasonable  to  expect,  however,  that  the  therapists,  even  if  acquainted  with  the 
different  therapies,  would  be  equally  involved  or  interested  in  them,  would  be  able  to  mask  their 
own  therapeutic  biases,  or  would  be  willing  to  accept  assignments  to  the  different  treatments. 
Moreover,  what  type  of  therapist  would  volunteer  to  provide  control  treatment?  It  should  also 
be  noted  that  it  is  most  difficult  to  control  for  therapeutic  bias  when  we  cannot  blind  therapists 
to  the  therapies  that  they  are  delivering.  Unfortunately,  we  have  no  satisfactory  solutions  for 
many  of  these  problems.  Despite  the  recognized  desirability  of  being  able  to  deliver  controlled, 
consistent,  and  measurable  "doses"  of  specific  therapies  for  comparative  purposes,  we  cannot  do 
this  in  clinical  situations  in  the  same  way  that  we  can  deliver  milligrams  of  pharmacologic  agents 
in  experimental  laboratory  studies. 

Many  of  the  difficulties  of  quantifying  and  combining  the  different  types  of  relevant  criterion 
variables  into  a suitable  and  meaningful  outcome  measure  have  already  been  discussed.  Some, 
such  as  employee  absenteeism,  can  be  assessed  as  reliabily  and  objectively  as  variables  in  the 
laboratory.  Others,  however,  are  more  problematic  and,  unfortunately,  these  include  most  of 
the  patient,  family,  and  therapist  outcome  goals.  The  former  can  be  used  to  "sell"  funding  agen- 
cies, but  this  may  be  of  little  consequence  if  the  latter  are  not  addressed  and  the  patients  drop 
out  of  treatment. 

It  should  be  apparent  why  outcome  studies  have  not  met  all  of  the  exacting  standards  for  experi- 
mental research  design.  In  the  real  world,  obtaining  representative  samples,  randomly  assigning 
patients  to  treatments,  and  matching  or  randomly  assigning  therapists  to  deliver  equal  measures 
of  specific  therapies  consistently  are  not  feasible.  The  difficulties  are  not  only  methodological 
but  also  practical,  biological,  ethical,  and  social.  In  human  research,  we  cannot  split  litters. 
Neither  can  we  control  environments  nor  force  people  into  treatments.  Experimental  designs  based 
on  laboratory  research  methods  are  not  always  applicable,  adequate,  or  even  appropriate  for  deal- 
ing with  many  of  the  patient,  treatment,  and  criterion  variables  that  have  been  described. 

In  all  of  the  sciences,  principles  and  proofs  are  not  absolute,  predictions  are  probabilistic,  and 
some  conditions,  especially  in  field  studies,  are  not  controllable.  Experimental  designs  are  most 
applicable  to  laboratory  studies  in  fields  such  as  physics  and  least  applicable  to  naturalistic 
studies  in  fields  such  as  astronomy  and  archeology.  Yet  astronomers  are  no  less  careful  and 
rigorous  than  physicists,  and  their  observations,  descriptions,  and  predictions  are  no  less  scien- 
tific, methodologically  sound,  or  useful.  Appropriate  techniques  and  methods  of  study  have  to 
be  selected  in  accordance  with  the  characteristics  and  controllability  of  the  objects,  animals,  or 
events  under  investigation,  the  treatments  or  relationships  to  be  studied,  the  precision  of  the 
measuring  instruments  that  are  available,  and  the  types  of  questions  being  asked. 

While  some  of  the  difficulties  that  have  been  described  regarding  the  conduct  of  treatment  out- 
come studies  limit  the  types  of  designs  that  can  be  employed,  many  represent  interesting  and 
challenging  research  questions  about  alcoholic  patients,  treatment  methods,  and  outcome  criteria 
that  need  to  be  carefully  and  systematically  studied  and  understood  before  we  can  proceed  to 
more  focused  questions  about  relationships  and  causal  connections.  In  actuality,  much  progress 
has  been  made  in  alcoholism  treatment  outcome  evaluation  studies.  In  the  1940s,  Voegtlin  and 
Lemere  ( 1 942)  found  few  outcome  studies  in  the  alcoholism  field  that  reported  any  statistical  data. 
By  the  1960s,  studies  were  employing  statistical  analyses  to  evaluate  and  compare  results  of  dif- 
ferent treatments,  although  few,  according  to  Hill  and  Blane  (1967),  were  methodologically  sound. 
In  the  1970s  Emrick  (1974,  1975)  described  many  studies  that  employed  sophisticated  designs, 
control  groups,  and  longer  term  followups. 

As  demonstrated  in  the  sample  of  articles  that  were  selected  and  summarized  for  this  volume, 
outcome  studies  have  again  increased  in  both  quantity  and  quality  during  the  last  decade. 
Assessments  of  patient  characteristics  and  problems,  before  and  after  treatment,  have  improved 
with  the  development  of  more  comprehensive,  standardized,  and  reliable  instruments.  This  has 
resulted  in  more  accurate  predictions  of  treatment  outcome  and  more  useful  approaches  to  patient 
subtyping.  More  attention  has  been  focused  on  treatment  process  variables  and  posttreatment 
environmental  factors.  Measures  of  these  variables  and  factors  have  been  developed,  and  a num- 
ber of  studies  have  demonstrated  their  importance  to  patient  outcome.  Better  followup  techniques 
have  been  developed,  and  followup  return  rates  have  increased  beyond  the  30  to  50  percent  range 
to  where  rates  of  80  and  90  percent  are  not  at  all  uncommon. 
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In  addition  to  observational,  epidemiological,  and  correlational  studies,  statistical  advances  in 
multivariate  analysis,  the  use  of  block  variables,  and  path  analysis  have  permitted  between- 
group  comparisons  of  improvement  and  outcome  status,  which  have  demonstrated  significant 
relationships  between  outcome  and  patient  factors,  treatment  factors,  and  their  interactions. 
Covariance  and  regression  techniques  have  also  been  useful  in  statistically  adjusting  groups  of 
subjects  for  differences  in  demographic  characteristics,  alcohol  abuse  histories,  and  pretreatment 
levels  of  criterion  measures.  Many  studies  have  now  evaluated  and  compared  a great  many  spe- 
cific therapies  and  types  of  therapy  as  clinicians  and  investigators  have  become  more  and  more 
concerned  with  matching  particular  treatments  to  particular  patients.  A few  examples  of  the  type 
of  progress  that  has  been  made  will  be  described  briefly. 

McLellan  and  his  coworkers  (McLellan  et  al . 1983a;  Druley  1983;  Woody  et  al . 1984)  studied  the 
outcome  results  of  various  treatment  programs  and  found  no  differences  between  them  until  the 
severity  of  the  patients'  psychological  symptoms  were  taken  into  account.  Patients  with  minimal 
severity  did  well  in  all  programs,  and  patients  with  high  severity  scores  did  poorly  in  all  of  them. 
Matching  effects  were  found  only  for  patients  with  moderate  severity.  Similar  results  were  found 
in  a study  of  opiate  addicts.  In  this  study,  however,  patients  were  randomly  assigned  to  receive 
one  of  two  types  of  professional  psychotherapy  or  no  psychotherapy  in  addition  to  the  parapro- 
fessional  counseling  that  was  routinely  provided.  The  high-severity  patients  showed  the  greatest 
effects  of  the  additional  psychotherapy.  It  would  appear,  then,  that  minimal-severity  patients 
would  be  likely  to  profit  from  almost  any  routine  form  of  treatment,  moderate-severity  patients 
would  require  particular  types  of  programs,  and  high-severity  patients  would  require  more  expen- 
sive and  intensive  treatment  efforts.  This  might  help  explain  the  finding  of  Edwards  et  al.  (1977) 
that  for  married  patients  of  relatively  high  socioeconomic  status  who  come  for  treatment  with  their 
spouses,  advice  was  as  effective  as  their  "usual  package"  of  treatment. 

The  importance  of  patients'  perceptions  of  their  treatment  environment  and  of  the  effects  of  envi- 
ronmental stresses  and  supports  in  their  posttreatment  adjustment  have  been  emphasized  by  Moos 
and  his  associates  (Billings  and  Moos  1 983;  Bromet  et  al . 1976;  Cronkite  and  Moos  1978).  They 
developed  instruments  to  assess  these  factors  and  used  sophisticated  statistical  techniques  to 
show  that  treatment  effects  and  patient-treatment  interactions  account  for  a greater  proportion 
of  treatment  outcome  variance  than  had  been  previously  indicated.  They  also  demonstrated  sig- 
nificant relationships  between  posttreatment  environments  and  treatment  outcome.  Among  others, 
Pattison  (1979,  1981a)  and  Glaser  and  Skinner  (Glaser  1 980;  Glaser  and  Skinner  1981)  have  dis- 
cussed how  these  newer  findings  and  concepts  may  be  applied  in  clinical  settings. 

It  seems  clear,  then,  that  despite  the  limited  applicability  of  experimental  designs  to  evaluation 
studies,  we  can  do  careful,  rigorous,  and  systematic  studies,  gathering  data  and  contributing 
to  the  available  fund  of  scientific  knowledge  about  patients,  treatments,  and  their  interactions 
in  relation  to  outcome  results. 


ADMINISTRATIVE  PERSPECTIVE 

The  task  of  well-meaning  and  dedicated  administrators  (program  and  agency  directors,  insurance 
company  executives,  labor  leaders,  government  officials,  legislators)  is  to  summarize  and  discuss 
the  treatment,  fiscal,  and  scientific  issues  and  consider  their  implications  for  decisions  about 
whether  to  fund  alcoholism  treatment  and  research  and,  if  so,  what  to  fund  and  to  what  extent. 

The  estimated  10  million  individuals  in  the  country  with  drinking  problems,  their  families,  and 
their  therapists  constitute  a large  constituency  interested  in  the  quality  of  care  and  effective- 
ness of  alcoholism  treatment  programs.  Outcome  studies  have  regularly  and  consistently  indicate  : 
that  treatment  is  effective  and,  furthermore,  in  response  to  current  concerns  re  gaming  fisc  ii 
constraints,  a number  of  studies  have  been  conducted  and  have  indicated  that  treatment  is  also 
cost  effective.  Nevertheless,  85  percent  of  individuals  with  drinking  problems  do  not  obtain 
treatment  (NIAAA  1981).  The  policy  of  spending,  of  the  estimated  $120  billion  annual  costs  nf 
alcoholism  and  its  consequences,  about  1.5  percent  for  the  treatment  of  alcoholism  anc;  . er 

cent  for  its  consequences,  would  appear  to  be  extremely  unreasonable  and  wasteful,  unless  it  i 
assumed  that  treatment  is  totally  ineffective  in  reducing  the  consequences  of  alcoholism.  Such  ■ 
view  is  at  variance  with  the  findings  reported  in  the  outcome  researen  literature  and  su  j jests 
the  possibility  that  there  is  a serious  problem  in  the  communication  of  this  information. 

Administrators  and  legislators,  however,  may  decide  against  investing  additional  resoum  > 
alcoholism  treatment  for  a variety  of  reasons.  Those  in  health  departments  may  u<-  -• 


7 


concerned  with  decreasing  the  health  budget  and  less  concerned  with  the  welfare  budget.  Those 
in  the  justice  system  may  believe  that  any  increased  expenditures  would  be  most  effectively  uti- 
lized in  monitoring  and  apprehending  drunken  drivers.  Often,  in  justifying  their  positions,  they 
will  point  to  the  lack  of  definitive  experimental  proof  that  alcoholism  treatment  is  effective. 

If  experimental  proof  were  required  for  all  administrative  and  legislative  actions,  almost  nothing 
would  ever  get  done.  Why,  then,  is  there  greater  urgency  in  the  demand  for  bottom-line,  cost- 
benefit  analyses  in  the  relatively  new  field  of  alcoholism  treatment  than  in  other  fields  of  medicine? 
Despite  much  greater  expenditures  over  much  longer  periods  of  time  on,  for  example,  cancer 
research  and  treatment,  the  research  has  not  been  more  "scientific"  or  more  productive,  nor 
the  treatment  results  more  effective  than  in  the  field  of  alcoholism.  Yet  it  is  not  suggested  that 
funds  for  cancer  research  and  treatment  be  reduced  because  we  still  do  not  know  what  cancer 
is  and  cannot  prove  that  we  can  cure  it.  Indeed,  these  are  arguments  for  the  need  for  greater 
support.  It  may  be  that  alcoholism  is  still  not  regarded  as  an  illness,  or  that  the  populace  is 
more  willing  to  spend  its  resources  on  certain  illnesses  than  others.  Are  we  more  willing  to  sup- 
port cancer  research  and  treatment  because  it  is  a "legitimate"  disease  that  we  fear  that  we  our- 
selves are  likely  to  develop,  and  are  we  less  willing  to  support  alcoholism,  which  we  believe,  or 
hope,  only  happens  to  others? 

Administrative  decisions  are  generally  based  on  a preponderance  of  whatever  evidence  is  available. 
Researchers  can  afford  to  defer  judgment  for  further  study,  but  administrators  have  to  act. 
When  they  defer  judgment,  they  are  making  a judgment--a  negative  one.  Alcoholism  treatment 
has  been  shown  by  evaluation  studies  to  be  beneficial  and  cost  effective.  Advances  have  also 
been  made  in  assessment  and  followup  techniques  and  in  attempts  to  better  match  treatments  to 
patients.  Concerns  about  the  methodological  adequacies  of  these  studies  have  been  overempha- 
sized and  have  often  been  inappropriate  because  the  standards  that  have  been  applied  have  been 
inappropriate.  When  judged  according  to  reasonable  standards  for  clinical  investigations,  it 
becomes  apparent  that  the  literature  on  alcoholism  treatment  outcome  constitutes  a solid  and  use- 
ful body  of  knowledge.  It  would  seem  it  is  time  to  recognize  the  progress  that  has  been  made, 
and  to  move  forward  by  investing  more  resources  in  alcoholism  treatment  early  to  reduce  expendi- 
tures for  the  consequences  of  alcoholism  later. 
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PART  1 


ABSTRACTS 


Annis,  H.M.  Group  treatment  of  incarcerated  offenders  with  alcohol  and  drug  problems:  A con- 

trolled evaluation.  Canadian  Journal  of  Criminology,  21:3-1  5,  1 979. 


SUBSTANCES  STUDIED:  Alcohol;  illicit  drugs 


TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 


Group  therapy 

Young  and  mature  adults  who  were  alcohol  or  illicit 
drug  offenders 

150 


SEX/ACE: 

ETHNICITY: 

LOCALE: 


Young  adults;  mature  adults  (Mean:  24.5, 
Range:  18-64);  male 

Mostly  white 

Ontario,  Canada 


METHODOLOGY:  Multivariate  analysis 

INSTRUMENTS  USED:  Doppelt  Short  Form  of  Wechsler  Adult  Intelligence 

Scale;  Fundamental  Interpersonal  Relations  Orien- 
tation (behavioral  form);  Berger  Scales  of  Expressed 
Acceptance  of  Self  and  Others;  Rosenberg  Self- 
Esteem,  Stability  of  Self,  and  Faith  in  People 
Scales;  Buss  Anxiety  Scale;  Areas  of  Salient  Inter- 
personal Anxiety;  prison  records;  interviews 


DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  21 


PURPOSE 

Although  the  treatment  philosophy  in  dealing  with  prisoners  has  achieved  dominance  among  reha- 
bilitation strategies,  most  treatment  programs  for  offenders  either  have  not  been  evaluated  or 
have  used  poor  research  designs.  Group  treatment,  the  most  popular  treatment  technique,  has 
not  been  fully  investigated,  although  the  better  controlled  studies  of  the  effects  of  group  methods 
on  institutional  adjustment  or  on  personality  or  attitude  change  during  imprisonment  have  tended 
to  report  negative  findings. 

No  treatment  techniques  used  to  date  have  been  demonstrated  unequivocally  to  be  capable  of 
improving  institutional  adjustment  or  reducing  recidivism  among  incarcerated  adult  offenders. 
This  study  evaluates  the  efficacy  of  an  intensive  8-week  group  therapy  program  in  the  rehabili- 
tation of  incarcerated  offenders  with  a history  of  excessive  alcohol  or  other  drug  problems. 


METHODOLOGY 

A true  experimental  control  group  design  with  a 12-month  postrelease  followup  was  used.  A total 
of  150  inmates  participating  in  the  group  therapy  program  were  randomly  assigned  to  2 experi- 
mental conditions  (50  to  the  video  feedback  group  and  50  to  the  nonvideo  feedback  group)  and 
a control  condition  receiving  routine  institutional  care  (the  remaining  50  inmates).  In  addition 
to  before  and  after  measures  of  personality  and  behavioral  adjustment  and  measures  of  adjustment 
in  prison,  a 12-month  cohort  followup  was  conducted  using  interviews  and  a search  of  official 
records . 

The  study  was  conducted  over  a 2-year  period  on  inmates  admitted  to  a minimum-security  prison, 
Monteith  Correctional  Center  in  Ontario,  Canada.  The  group  therapy  program  used  intensive, 
confronting,  2-hour  awareness  groups  of  five  men,  each  of  which  met  daily  with  the  same  group 
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leader.  Fifty  inmates  received  video  feedback  of  segments  of  previous  group  sessions  as  a con- 
frontation technique;  the  other  50  received  "awareness  groups"  without  the  use  of  video  confron- 
tation. There  were  also  larger  group  meetings,  rap  sessions,  films  and  lectures,  ward  chores, 
recreational  activity,  community  trips,  and  invited  discussions  from  community  leaders. 

Offenders  volunteered  to  participate  in  the  program.  They  had  to  show  a documented  history 
of  excessive  alcohol  or  drug  use  and  an  average  or  above-average  intelligence.  Each  inmate  was 
interviewed  upon  intake  to  verify  demographic  information  and  to  record  employment,  life  history, 
and  alcohol  and  drug  use  information.  The  following  instruments  were  also  administered  to  exper- 
imental and  control  subjects  before  program  onset  and  again  3 weeks  later  upon  program  termina- 
tion: Doppelt  Short  Form  of  the  VVechsler  Adult  Intelligence  Scale;  Fundamental  Interpersonal 

delations  Orientation — Behavioral  Form;  Berger  Scales  of  Expressed  Acceptance  of  Self  and  Others; 
Rosenberg  Self-Esteem,  Stability  of  Self,  and  Faith  in  People  Scales;  Buss  Anxiety  Scale;  and 
Areas  of  Salient  Interpersonal  Anxiety.  Both  groups  of  inmates  were  compared  on  three  measures 
of  adjustment  to  prison  regulations:  days  served  in  solitary  confinement,  number  of  conduct 

points  deducted,  and  number  of  misconduct  reports. 

Two  12-month  followup  methods  were  used.  An  attempt  was  made  to  locate  and  interview  each 
man  to  assess  his  employment  record,  involvement  with  the  law,  and  use  of  alcohol  and  other 
drugs  since  release.  Measures  of  recidivism  were  also  documented  from  official  records. 

RESULTS 

Subjects'  mean  age  was  24.5  years;  the  range  was  18  to  64  years.  The  great  majority  were 
single,  white,  and  had  grade  10  or  less  education.  They  had  been  employed  in  laborer  or  semi- 
skilled occupations  and  were  likely  to  be  unemployed  (71  percent)  when  convicted.  Only  7 
percent  had  committed  violent  crimes.  Subjects  were  heavy  users  of  alcohol,  with  57  percent 
reporting  a daily  consumption  equal  to  7 or  more  ounces  of  absolute  alcohol.  Others  reported 
using  marijuana  (51  percent),  LSD  (41  percent),  heroin,  and  cocaine.  No  significant  differences 
between  experimental  and  control  groups  were  found  with  respect  to  demography  or  drug  use. 

All  inmates  included  in  the  experimental  groups  completed  the  8-week  program.  No  inmate  missed 
more  than  4 daily  sessions  or  21  program  hours. 

The  study  evaluated  the  treatment  program's  effectiveness  in  terms  of  psychometric  evidence  of 
personality  and  behavioral  change,  prison  records  of  adjustment  during  incarceration,  1-year 
postrelease  social  adjustment  and  drug  use  history,  and  recidivism  over  the  year  following  release. 

A multivariate  analysis  of  variance  model  indicated  no  significant  overall  difference  between  the 
two  experimental  and  control  groups  in  postprogram  personality  and  behavioral  functioning.  An 
"area  analysis,"  providing  separate  multivariate  tests  for  each  set  of  psychometric  predictors, 
showed  no  significant  differences  in  outcome  on  interpersonal  behavior  patterns,  acceptance  of 
self  and  others,  general  anxiety,  areas  of  salient  interpersonal  anxiety,  or  general  cognitive  func- 
tioning. The  self-esteem  subscale  of  the  Rosenberg  Scale  was  the  only  area  to  show  a significant 
difference  in  outcome  between  groups;  contrary  to  expectations,  the  control  group  scored  higher 
in  self-esteem  than  either  of  the  two  experimental  program  groups. 

The  general  multivariate  test  over  the  three  prison  adjustment  criteria  indicated  no  significant 
overall  difference  in  prison  adjustment  between  the  experimental  and  control  groups.  However, 
area  analysis  within  each  criterion  showed  no  difference  between  groups  in  days  served  in  soli- 
tary confinement  but  did  indicate  significant  between-group  differences  in  daily  conduct  points 
deducted  and  number  of  misconduct  reports.  Both  experimental  groups  had  fewer  conduct  points 
deducted  and  fewer  misconduct  reports  than  the  control  group. 

No  differences  between  treatment  and  control  groups  were  observed  in  the  year  following  release 
on  any  of  the  postrelease  adjustment  criteria.  Information  on  postrelease  criteria  was  collect'  i 
on  128  of  the  150  subjects;  the  followup  rate  was  85.3  percent.  Other  findings  show  no  siymfi 
cant  between-group  differences  in  employment  or  arrest  histories,  attendance  at  Alcoholics  Atmn, 
mous,  alcohol  consumption  levels,  or  use  of  illicit  drugs. 

Further  analysis  showed  no  significant  difference  between  program  groups  and  controls  in  n • 
year  following  release  in  the  number  of  convictions  or  days  served  in  prison,  the  twu  : . ic  . 
of  recidivism. 


CONCLUSIONS 


This  study  offers  little  support  for  the  optimism  surrounding  group  treatment  methods  in  correc- 
tions. Compared  with  control  inmates  not  receiving  group  therapy,  the  study  showed  no  improve- 
ment on  any  measure  of  cognitive  functioning,  acceptance  of  self  and  others,  faith  in  people, 
stability  of  self,  general  and  interpersonal  anxiety,  or  interpersonal  behavior  patterns  among 
experimental  subjects.  Indices  of  adjustment  to  the  community  1 year  after  release  did  not  reveal 
any  advantage  for  program  participants.  Recidivism  indicators  were  no  lower  for  inmates  who 
had  participated  in  group  therapy  than  those  who  had  not. 

Although  therapy  group  members  had  fewer  conduct  points  deducted  and  fewer  misconduct 
reports,  they  were  at  risk  for  violation  of  prison  regulations  for  a much  shorter  time  than  con- 
trol inmates  since  they  spent  less  time  in  the  prison  setting. 

The  only  personality  change  attributable  to  the  therapy  experience  was  unfavorable.  The  level 
of  self-esteem  shown  by  therapy  participants  was  significantly  lower  than  that  of  controls  and 
lower  than  their  own  preprogram  levels.  The  lowering  of  self-esteem  may  have  resulted  from 
either  the  confrontational  nature  of  the  therapy  sessions  or  the  removal  of  inmates  from  the  prison 
culture.  Yet  removing  inmates  from  prison  to  participate  in  the  program  did  not  even  improve 
community  adjustment  indices. 

Although  several  aspects  of  the  study's  design,  such  as  limiting  subjects  to  volunteers,  were 
expected  to  favor  positive  results,  the  findings  offer  no  support  for  the  rehabilitative  function 
of  group  therapy  for  inmates  with  alcohol  and  drug  problems.  Moreover,  the  treatment  program 
was  sufficiently  long  to  warrant  expectation  of  rehabilitative  impact. 

These  results  have  implications  not  only  for  the  individual  programs  involved  but  also  for  the 
theory  underlying  such  programs.  Alternative  formulations  that  view  the  causes  of  crime  as 
residing  within  the  basic  structures  of  society  as  well  as  within  the  individual  are  needed.  A 
broad  range  of  alternative  reform  measures  is  required. 
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Annis,  H.M.,  and  Chan,  D.  The  differential  treatment  model:  Empirical  evidence  from  a person- 
ality typology  of  adult  offenders.  Criminal  Justice  and  Behavior,  1 0 ( 2 ) : 1 59-1 73  , 1 983. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 


Alcohol;  drugs 

Group  therapy;  institutional  care 

Alcohol  or  illicit  drug  users;  adult  offenders 

150  (1  00  experimental,  50  controls) 

Males;  mean  age:  24.5;  range:  18-64 
89  percent  white 


LOCALE:  Ontario,  Canada 

METHODOLOGY:  Comparative  study 

INSTRUMENTS  USED:  Rosenberg  Self-Esteem,  Stability  of  Self,  and 

Faith  in  People  Scales;  Berger  Scales  of  Expressed 

Acceptance  of  Self  and  Others;  Schutz  FIRO-B 
(Fundamental  Interpersonal  Relations  Orientation- 
Behavior) 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  40 


PURPOSE 

Disappointing  results  from  studies  on  the  overall  effectiveness  of  treatment  with  adult  offenders 
have  led  to  increased  attention  to  matching  treatment  to  specific  offender  types.  This  study 
sought  to  identify  empirically  types  of  adult  offenders  based  on  their  reported  self-esteem  and 
interpersonal  behavior  patterns  and  to  test  for  differential  effects  of  group  treatment  versus 
institutional  care  on  the  identified  offender  types.  Three  measures  of  recidivism  were  used: 
the  total  number  of  reconvictions  in  the  postrelease  year,  the  total  number  of  days  served  in  an 
institution  in  the  postrelease  year,  and  the  reconvicted  offense  category. 


METHODOLOGY 

A total  of  150  adult  male  offenders  with  alcohol  and  drug  problems  who  were  admitted  over  a 
2-year  period  to  a minimum-security  institution  within  the  Ontario  Ministry  of  Correctional  Services 
volunteered  to  participate.  One  hundred  were  randomly  assigned  to  an  intensive,  confrontive, 
8-week  group  therapy  program;  the  other  50  comprised  a control  group  that  received  routine 
institutional  care  only. 

All  offenders  had  a documented  history  of  using  alcohol  or  illicit  drugs  excessively  and  were 
functioning  at  an  average  or  above-average  level  of  intelligence.  The  mean  age  in  the  study 
sample  was  24.5  years  (range  18  to  64  years).  Seventy-five  percent  were  single,  89  percent 
were  of  Caucasian  origin,  and  88  percent  had  grade  10  or  less  education.  Although  most  >>f  th>- 
participants  had  in  the  past  held  jobs  as  laborers  or  semiskilled  workers,  71  percent  were  um-m- 
ployed  at  the  time  of  their  conviction.  Daily  consumption  of  alcoholic  beverages  was  high; 
percent  of  the  sample  reported  drinking  the  equivalent  of  7 or  more  ounces  of  absolute  .il<  i 
each  day.  Fifty-one  percent  reported  past  use  of  marijuana;  41  percent,  LSD;  41  percent, 
"speed";  15  percent,  heroin;  and  12  percent,  cocaine.  Offenders  were  equated  successfully  in 
the  group  therapy  condition  and  the  control  group  along  demographic,  conviction,  and  drug 
dimensions. 
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The  offender  typology  used  in  this  study  was  based  on  the  11  personality  measures  in  the  intake 
assessment  battery  conducted  on  each  subject.  The  personality  measures  included  the  Rosenberg 
Self-Esteem,  Stability  of  Self,  and  Faith  in  People  Scales;  the  Berger  Scales  of  Expressed  Accept- 
ance of  Self  and  Others;  and  the  Schutz  FIRO-B  (Fundamental  Interpersonal  Relations  Orienta- 
tion— Behavior),  containing  six  measures  showing  the  respondent's  behavior  toward  others  and 
the  behavior  desired  from  others. 

The  outcome  measures  were  based  on  information  obtained  from  official  police  records  for  each 
subject  in  the  group  therapy  and  control  conditions.  Data  included  the  total  number  of  recon- 
victions in  the  postrelease  year,  the  total  number  of  days  served  in  an  institution  in  the  post- 
release year,  and  the  reconvicted  offense  category  (or  categories). 


RESULTS 

Empirical  offender  types  based  on  the  11  personality  scale  measures  were  established  during  the 
data  analysis.  The  procedure  used  was  a hierarchical  clustering  technique  (BMDP2M  cluster 
analysis  on  cases  algorithm)  based  on  computed  Euclidean  distances  between  cases.  Four  major 
clusters  of  offenders  were  identified  by  this  technique  involving  all  11  personality  measures  as 
significant  discriminating  variables.  To  further  check  the  adequacy  of  the  clustering  process, 
a multiple  discriminant  analysis  was  performed  using  the  11  typing  variables  to  predict  member- 
ship in  the  4 clusters.  Basically,  three  significant  discriminant  functions  could  classify  78  per- 
cent of  the  offenders. 

The  78-percent  hit  rate  of  classification  in  the  four-type  typology  was  fairly  good,  but  it  was 
considered  desirable  to  derive  a typology  with  a higher  classification  hit  rate  before  testing  for 
differential  effects  of  treatment  on  offender  type.  A more  global,  two-type  classification  in  terms 
of  positive  or  negative  self-image  was  suggested  by  the  similarity  of  type  1 and  type  2 offenders 
and  type  3 and  type  4 offenders  along  the  first  rotated  discriminant  function.  Using  the  criterion 
of  equal  probability  and  a generalized  distance  function,  87  percent  of  the  offenders  were  cor- 
rectly classified — 90  percent  of  the  positive  self-image  class  (uniformly  low  on  interpersonal  trust) 
and  84  percent  of  the  negative  self-image  class  (uniformly  low  on  interpersonal  warmth).  This 
two-type  self-image  classification  was  used  in  all  remaining  analyses  of  differential  treatment 
effects. 

In  order  to  determine  whether  group  treatment  was  differentially  effective  for  offenders  high  in 
self-image  versus  offenders  low  in  self-image,  a 2 x 2 multivariate  analysis  of  variance  was  per- 
formed with  a linear  composite  of  the  three  measures  of  recidivism  used  as  the  dependent  variable. 
While  the  overall  main  effects  of  both  treatment  condition  and  offender  self-image  were  statistically 
nonsignificant,  the  overall  interaction  effect  of  treatment  condition  by  offender  self-image 
approached  significance.  Croup  therapy  was  found  to  magnify  the  relationship  between  self-image 
and  the  number  of  reconvictions  and  reconvicted  offense  severity.  "Positive  self-image"  offenders 
had  fewer  reconvictions  and  less  severe  offenses  upon  reconviction  in  the  group  therapy  condition 
than  in  the  control  condition.  The  opposite  situation  was  true  for  "negative  self-image"  offenders. 


CONCLUSIONS 

In  sum,  recidivism  rates  were  not  reduced  to  a greater  degree  by  an  intensive  group  therapy 
program  for  offenders  with  alcohol  and  drug  problems  than  by  routine  institutional  care.  Self- 
image  and  interpersonal  behavior  of  offenders  did  not  predict  the  probability  of  recidivism. 
Although  no  significant  overall  effect  of  either  treatment  condition  or  offender  type  was  observed, 
there  was  evidence  of  a significant  differential  treatment  effect  of  offender  type  on  recidivism. 

The  absence  of  an  overall  treatment  effect  suggests  that  highly  intensive  confrontive  group  treat- 
ments for  general  populations  of  offenders  with  alcohol  and  drug  problems  is  of  limited  worth. 

The  study  further  suggests  that  offenders  with  a negative  self-image  and  low  interpersonal  warmth 
will  not  benefit  from,  and  may  be  adversely  affected  by,  confrontive  group  treatment.  Offenders 
with  relatively  positive  self-image  but  with  a lack  of  interpersonal  trust  are  amenable  to  highly 
intensive,  confrontive  group  therapy.  A small  percentage  of  the  outcome  variance  (11  percent 
to  16  percent),  based  on  the  recidivism  measures  used,  was  directly  related  to  treatment  by 
offender  typology;  nonetheless,  the  further  refinement  of  an  offender  typology  based  on  self- 
image  and  interpersonal  behavior  patterns  may  be  valuable  as  a basis  for  the  differential  assign- 
ment of  adult  offenders  to  rehabilitative  programs. 
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Annis,  H.M.,  and  Liban,  C.B.  A follow-up  study  of  male  halfway-house  residents  and  matched 
nonresident  controls.  Journal  of  Studies  on  Alcohol,  40(1  ) : 6 3—69 , 1979. 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Halfway  house;  Alcoholics  Anonymous; 
detoxication 

SAMPLE  TYPE: 

Alcoholics 

SAMPLE  SIZE: 

70  (35  experimental,  35  control) 

SEX/AGE: 

Males,  mostly  between  ages  40  and 

55 

ETHNICITY: 

Mostly  white 

LOCALE: 

Not  specified 

METHODOLOGY: 

Comparative  study;  longitudinal  study; 
multivariate  analysis 

INSTRUMENTS  USED: 

Interviews;  arrest  records;  agency 

records 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

15 

PURPOSE 

In  both  the  United  States  and  Canada,  halfway  houses  for  alcoholics  have  increasingly  been  pro- 
vided as  part  of  the  recent  trend  toward  the  decriminalization  of  p-ublic  drunkenness.  However, 
little  is  known  about  the  effectiveness  of  these  halfway  houses,  which  now  number  at  least  275 
in  the  United  States  and  150  in  Canada. 

A recent  review  of  the  subject  identified  only  11  reports  that  included  postdischarge  followup 
information.  Unfortunately,  major  methodological  weaknesses  have  reduced  the  value  of  these 
reports.  The  problems  include  the  failure  to  adequately  document  the  sampling  and  followup 
procedures,  the  subject  characteristics,  and  the  length  of  stay.  In  addition,  in  most  studies, 
variable  lengths  of  the  followup  period,  loss  of  a large  proportion  of  the  sample  to  followup, 
questionable  validity  of  outcome  information,  and  lack  of  appropriate  comparative  or  control  data 
are  additional  problems. 

This  study  tried  to  control  for  bias  in  each  of  these  sources.  It  compared  a representative  group 
of  men  referred  from  detoxication  centers  to  halfway  houses  with  a matched  control  group  of  men 
who  did  not  enter  halfway  houses. 


METHODOLOGY 

All  first  admissions  to  three  detoxication  centers  in  a large  metropolitan  area  were  monitored  over 
a 4-month  period.  The  35  men  who  gained  admission  to  5 different  halfway  houses  following  tneir 
discharge  from  the  centers  constituted  the  experimental  sample.  A matched  control  group  of  ; , 
men  who  did  not  enter  halfway  houses  was  drawn  from  the  remaining  population  admitted  to  t o 
detoxication  centers.  The  samples  were  matched  on  the  following  characteristics:  type  of  .i< 

modation  prior  to  admission  to  detoxication  center,  current  employment  status,  number  of  r.ontn 
employed  in  the  previous  year,  number  of  months  in  jail  in  the  previous  year,  number  of  ;:nm:  . 
in  residential  treatment  in  the  previous  year,  number  of  months  in  outpatient  treatment  m ••  • 
previous  year,  and  number  of  arrests  for  public  intoxication  in  the  previous  year.  Tin  ;,.r:i;w  . 
were  also  group  matched  on  mean  age,  race,  marital  status,  and  number  of  years  of  education. 
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Over  a 3-month  followup  period,  data  were  gathered  on  readmissions  to  detoxication  centers  and 
arrests  for  public  intoxication.  The  3-month  periods  covered  the  periods  following  discharge 
either  from  a halfway  house  or  from  a detoxication  center. 

The  halfway  houses  had  informal,  homelike  atmospheres  and  included  some  recovered  alcoholics 
as  staff  members.  Participation  in  Alcoholics  Anonymous  was  encouraged.  Residents  were 
expected  to  share  in  household  routines  and  to  seek  outside,  full-time  employment.  The  houses 
did  not  have  policies  regarding  maximum  length  of  stay  but  generally  agreed  that  a stay  of  at 
least  4 to  8 months  was  needed. 

The  subjects  were  mainly  white,  between  ages  40  and  55,  and  had  about  10  years  of  education. 
Seventy  percent  were  either  widowed,  separated,  or  divorced,  while  20  percent  had  never  mar- 
ried. Most  were  unemployed  when  admitted. 


RESULTS 

During  the  followup  period,  6 percent  of  the  halfway  house  sample  and  37  percent  of  the  control 
sample  were  arrested  for  public  intoxication.  The  mean  number  of  arrests  was  significantly  dif- 
ferent for  the  two  groups. 

A total  of  49  percent  of  the  halfway  house  sample  and  26  percent  of  the  control  sample  were 
readmitted  to  a detoxication  center  in  the  followup  period;  the  difference  was  statistically  sig- 
nificant. The  greater  number  of  self- referrals  by  former  residents  of  halfway  houses  accounted 
for  much  of  this  difference.  About  half  of  the  men  in  both  groups  had  a documented  episode  of 
drunkenness  during  the  followup  period.  The  total  number  of  documented  drunkenness  episodes 
(arrests  plus  readmissions)  did  not  differ  in  the  two  groups. 

Men  staying  over  2 months  in  halfway  houses  were  just  as  likely  to  return  to  heavy  drinking  on 
discharge  as  were  residents  who  had  stayed  1 to  2 months  or  even  less  than  a month.  Stays  of 
longer  than  3 months  were  very  rare. 


CONCLUSIONS 

Although  the  halfway  house  experience  did  not  reduce  subsequent  drunkenness,  it  did  tend  to 
integrate  men  into  the  health  care  network  and  encourage  them  to  seek  available  services  on  their 
own.  The  lack  of  effect  on  total  drunkenness  episodes  was  not  surprising,  since  the  factors 
that  characterize  chronic  public  inebriates  have  repeatedly  been  found  to  be  indicators  of  poor 
treatment  prognosis. 

The  use  of  official  records  as  the  data  source  eliminated  a major  source  of  sampling  bias,  but 
probably  produced  an  underestimation  of  the  number  of  drunkenness  episodes.  Further  evaluative 
studies  using  larger  samples,  longer  followup  periods,  and  multiple  outcome  criteria  are  needed. 
However,  the  conclusions  regarding  this  population  are  likely  to  reinain.  Instead  of  short  stays 
in  halfway  houses  aimed  at  rehabilitation,  a more  realistic  approach  to  meeting  these  alcoholics' 
needs  might  be  to  set  more  limited,  humanitarian  goals  involving  long-term,  caregiving  services. 
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Annis,  H.M.,  and  Smart,  R.G.  Arrests,  readmissions  and  treatment  following  release  from  detoxi- 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE ( S ) CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Detoxication  centers;  residential  programs; 
outpatient  programs 

First  admissions  to  detoxication  centers 
522 

Males,  mostly  between  ages  25  and  65 
Mostly  white 

Toronto  and  Hamilton,  Ontario,  Canada 
Longitudinal  study;  multivariate  analysis 
Interviews;  arrest  records;  agency  records 
Not  specified 
7 


PURPOSE 

In  many  parts  of  the  world,  governmental  policy  toward  public  drunkenness  has  shifted  from 
prosecution  under  criminal  law  to  treatment  and  rehabilitation.  In  Ontario,  this  approach  has 
resulted  in  the  establishment  of  many  detoxication  centers  for  public  inebriates.  However,  public 
intoxication  remains  an  offense,  and  police  may  take  a public  inebriate  to  a detoxication  center 
or  to  a "drunk  tank"  with  subsequent  charges.  In  addition,  no  followup  studies  have  assessed 
the  rehabilitative  potential  of  detoxication  centers. 

This  large-scale  followup  study  focused  on  the  men  admitted  to  detoxication  centers  in  two  Ontario 
communities.  The  study  described  their  outcomes  over  6 months  in  terms  of  their  arrests  for 
public  drunkenness  and  other  offenses,  their  handling  within  the  criminal  justice  or  health  care 
systems,  their  admissions  and  stays  at  residential  and  outpatient  treatment  facilities,  their  route 
of  referral,  and  their  patterns  of  involvement  with  police,  detoxication  centers,  and  treatment 
facilities. 


METHODOLOGY 

The  522  men  in  the  sample  constituted  all  documented  first  admissions  to  3 detoxication  centers 
in  Toronto  and  Hamilton  during  a 4-month  period.  Interviews  prior  to  discharge  produced  infor- 
mation on  age;  education;  marital  status;  current  address;  employment  status;  type  of  employ- 
ment; alcohol  consumption;  number  of  months  in  jail,  in  residential  treatment,  and  in  outpatient 
treatment  during  the  past  year;  number  of  arrests  for  public  intoxication  during  the  year;  end 
months  employed  during  the  year.  Arrest  and  treatment  records  for  the  6 months  following  each 
discharge  were  obtained  from  all  agencies  to  which  the  detoxication  centers  had  made  r et  r i 
and  the  other  health  care  agencies  in  the  area  known  to  be  involved  in  the  rehabilitatin';  • 
holies.  Information  came  from  a total  of  25  residential  treatment  facilities,  19  outpatient  i 
ments,  4 detoxication  centers,  and  7 police  divisions. 


RESULTS 

The  subjects  were  mostly  white  and  between  25  and  65  years  old.  About  one-third  h.i  I <-..•• 
married,  and  almost  half  were  separated,  divorced,  or  widowed.  Four-fifths  war.  in. 
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at  the  time  of  admission  to  the  detoxication  center,  although  the  majority  had  worked  for  at  least 
1 month  in  the  past  year.  During  the  past  year,  one-quarter  had  spent  a few  weeks  in  jail  fol- 
lowing arrest  for  drunkenness.  Most  reported  a pattern  of  heavy  daily  drinking.  Over  half 
stayed  in  the  detoxication  unit  for  5 or  more  days  before  discharge. 

A total  of  53.1  percent  were  not  arrested  during  the  6-month  followup  period.  One-third  were 
arrested  2 or  more  times;  23.9  percent  were  arrested  3 or  more  times;  17.4  percent,  4 or  more 
times;  14.4  percent,  5 or  more  times;  12.3  percent,  6 or  more  times;  and  4.4  percent  as  often 
as  once  a month  on  average. 

Most  of  the  1,129  charges  brought  were  for  alcohol-related  offenses.  Only  13  percent  of  those 
arrested  for  drunkenness  were  readmitted  to  a detoxication  center.  A total  of  63  percent  were 
held  in  the  police  lockup  for  several  hours  before  receiving  a summons  for  a court  appearance, 
and  23  percent  received  a summons  but  were  not  detained. 

Over  half  of  the  men  (52  percent)  had  at  least  one  readmission  to  a detoxication  center  during 

the  followup  period.  Of  the  1 ,202  admissions  to  detoxication  during  the  study  period,  only  9.6 

percent  resulted  in  confirmed  referrals  to  rehabilitative  agencies.  Only  103  of  the  158  men  who 
agreed  to  be  referred  to  a residential  program  actually  arrived.  Oniy  12  of  the  21  who  agreed 
to  outpatient  treatment  actually  arrived.  Of  the  men  who  entered  a treatment  program  during 
the  followup  period,  115  (23  percent)  had  been  referred  directly  from  a detoxication  center.  A 
total  of  195  men  were  admitted  to  1 or  more  residential  programs.  The  average  stay  was  2.8 
weeks,  even  though  the  programs  were  designed  for  stays  of  3 to  6 months.  A total  of  119  men 

(23  percent)  were  admitted  to  1 or  more  outpatient  programs.  Over  half  dropped  out  after  their 

first  appointment,  and  two-thirds  terminated  by  the  end  of  their  second  appointment.  Only  20 
percent  remained  in  treatment  for  five  appointments. 

Two-thirds  of  the  men  admitted  to  a residential  treatment  or  outpatient  program  and  43  percent 
of  those  not  treated  were  readmitted  to  a detoxication  center.  Half  of  both  the  treated  and  the 
untreated  men  were  arrested.  Involvement  with  both  the  health  care  system  and  the  police  was 
common.  Of  men  admitted  to  residential  programs,  40  percent  also  had  contact  with  outpatient 
departments,  66  percent  were  readmitted  to  detoxication  centers,  and  56  percent  were  arrested 
by  the  police  during  the  followup  period. 


CONCLUSIONS 

The  predominant  pattern  was  multiple  involvement  with  police,  detoxication  centers,  residential 
facilities,  and  outpatient  facilities.  Since  the  followup  data  came  from  a limited  geographic  area, 
the  estimates  are  conservative.  Despite  Ontario's  adoption  of  a social  welfare  approach  to  public 
drunkenness,  the  police,  court,  and  jail  system  continued  to  play  a major  role  with  this  popula- 
tion. The  men  experienced  widely  varying  responses  to  their  public  drunkenness  on  different 
occasions.  In  addition,  the  detoxication  centers  played  a fairly  minor  role  in  integrating  the 
men  into  the  health  care  system.  The  various  treatments  did  not  appear  to  be  having  a major 
rehabilitative  impact.  The  treatment  of  public  drunkenness  by  both  the  law  enforcement  and 
health  care  sectors  consists  of  a very  quickly  revolving  door. 
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Armor,  D.J.;  Polich,  J.M.;  and  Stambul,  H.B.  Alcoholism  and  Treatment.  Santa  Monica,  Calif.: 
Rand,  1976. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  NIAAA-funded  Alcoholism  Treatment  Centers  (with 

inpatient,  intermediate,  and  outpatient  facilities); 
disulfiram;  Alcoholics  Anonymous 

SAMPLE  TYPE:  Alcoholic  non-DWI  clients 


SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 


2,371  clients  (6-month  sample); 
1 ,340  clients  (18-month  sample) 

Followup  studies:  male  adults 

White  and  nonwhite 

United  States 


METHODOLOGY: 


Secondary  analysis 


INSTRUMENTS  USED:  National  Institute  on  Alcohol  Abuse  and  Alcoholism 

(NIAAA)  Monitoring  System  (Client  Intake  Form, 
Client  Services  Report,  Client  Followup  Form); 
Followup  Survey;  Quantity-Frequency  Index 

DATE(S)  CONDUCTED:  October  1 972  to  September  1 973; 

August  through  October  1974 

NO.  OF  REFERENCES:  302 


PURPOSE 

With  the  objective  of  extending  knowledge  of  alcoholism  and  its  remedies,  an  evaluation  was  made 
of  the  success  of  the  comprehensive  alcoholism  treatment  centers  (ATCs)  of  the  National  Institute 
on  Alcohol  Abuse  and  Alcoholism  (NIAAA).  Data  used  were  gathered  by  NIAAA  as  part  of  an 
ongoing  system  of  monitoring  its  treatment  programs. 


METHODOLOGY 

Three  of  NIAAA's  data  resources  were  used  to  evaluate  treatment  programs  and  their  etiut  ,i 
models:  the  ATC  Monitoring  System,  the  special  ATC  18-Month  Followup  Study,  and  the  I’unli. 

Education  Campaign  surveys.  The  monitoring  system  used  by  NIAAA  for  the  comprehensive  AT< 
contains  a broad  set  of  data  on  clients,  treatment,  and  outcome  for  nearly  30,000  person  v. lv 
have  entered  treatment  at  the  44  comprehensive  treatment  centers  throughout  the  United  St.it- 

The  ATC  Monitoring  System's  6-month  followup  and  the  ATC  18-Month  Followup  Study  >f  .i  : 
pie  of  clients  from  eight  representative  ATCs  explored  the  input-model  as  a means  to  cv.il  j .it- 

treatment  effects.  Basic  changes  in  client  outcomes  from  admission  to  6 and  18  montn  ' . 

intake  were  presented.  Specific  effects  of  treatment  were  considered,  focusing  on  ■ ■ 1 1 • ■ : 
of  treatment  over  and  above  "natural"  remissions  and  using  groups  of  clients  in  tr.  >;  . 

pared  with  groups  of  clients  who  contacted  the  centers  but  did  not  stay  for  treatment . r i 

the  latter  group,  comparisons  were  made  between  those  who  sought  help  fn-.n  ■.]<■  ' 
mous  and  those  who  did  not.  Specific  treatment  regimens  used  with  clients  and  tim  < ■ f t« -■  t n. 
of  different  settings,  such  as  inpatient  and  outpatient  care,  were  analyzed  .ilon  ; witr  1 t ■ 

of  different  therapies,  such  as  individual  psychotherapy,  group  counselin  j.  .m  I nr ■ i 
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RESULTS 


Alcoholics  entering  treatment  at  NIAAA  centers  were  severely  impaired  from  excessive  use  of 
alcohol.  They  drank  nine  times  more  alcohol  than  the  normal  person  and  were  socially  impaired. 
Despite  this,  these  clients  showed  substantial  improvement  in  drinking  behavior  after  treatment, 
at  both  6 and  18  months  following  intake.  Rate  of  improvement  was  about  70  percent  for  several 
different  outcome  indicators.  Social  outcomes,  such  as  employment  and  marital  status,  were  mixed. 
However,  this  possibly  reflects  greater  emphasis  by  the  centers  on  the  immediate  problem  of  alco- 
holic behavior.  The  definition  of  remission  used  combines  drinking  and  impairment  criteria  recog- 
nizing three  patterns:  relatively  long-term  abstention  (6  months  or  more),  short-term  abstention 

(past  month),  and  normal  drinking  in  moderate  amounts  with  no  serious  impairments. 

These  highly  positive  results  contradict  common  clinical  experience  and  beliefs,  and,  in  fact, 
results  may  be  somewhat  biased  by  problems  with  response  rate,  reliance  on  self-reports,  and  a 
relapse  interval  of  only  12  months.  Improved  clients  included  only  a relatively  small  number 
who  were  long-term  abstainers,  yet  one-fourth  of  the  clients  interviewed  at  18  months  abstained 
for  at  least  6 months.  Of  those  having  both  6-month  and  18-month  followups,  only  10  percent 
reported  6 months  of  abstention  at  both  interviews.  Still,  the  majority  of  improved  clients  were 
either  drinking  moderate  amounts  of  alcohol,  but  at  levels  far  below  what  could  be  described  as 
alcoholic  drinking,  or  engaging  in  alternating  periods  of  drinking  and  abstention. 

The  fact  that  most  improved  clients  failed  to  abstain  for  long  periods  suggests  the  value  of  our 
definition  of  remission  that  includes  both  abstention  and  "normal"  drinking.  At  the  18-month 
followup,  roughly  equal  numbers  fell  into  the  categories  of  6-month  abstention,  periodic  drinking 
(abstained  last  month  only),  and  normal  drinking.  Relapse  rates  for  normal  drinking  were  no 
higher  than  those  for  longer  term  abstainers,  suggesting  that  some  alcoholics  can  return  to 
moderate  drinking  with  no  greater  chance  of  relapse  than  if  they  abstained. 

One  of  the  most  notable  findings  was  the  absence  of  significantly  different  remission  rates  for 
various  treatment  types.  Regardless  of  the  treatment  settings,  remission  rates  fluctuated  only 
by  10  percent.  Moreover,  clients  in  more  than  one  setting  improved  no  more  than  clients  receiv- 
ing treatment  in  a single  setting.  The  uniformity  of  treatment  outcomes  appears  consistent  when 
other  treatment  aspects  are  added:  attributes  of  treatment,  variations  in  institutional  context 

of  treatment,  characteristics  of  treatment  center.  When  the  treatment  sample  was  divided  accord- 
ing to  treatment  amount,  higher  amounts  of  treatment  appeared  to  show  more  favorable  results. 
Clients  with  lower  amounts  of  treatment  had  remission  rates  only  slightly  higher  than  those  who 
received  no  treatment  at  all.  In  fact,  the  untreated  sample  had  remission  rates  of  about  50  per- 
cent, indicating  a substantial  spontaneous  remission.  This  tempers  somewhat  the  importance  of 
the  overall  70  percent  remission  rate.  Formal  treatment  may  play  only  an  incremental  role  in 
the  recovery  of  alcoholism,  accounting  for  about  20  to  25  percent  remission  over  and  above  what 
would  be  expected  from  no  treatment. 

Clients  experiencing  formal  treatment  do  not  appear  to  improve  differentially  in  any  particular 
treatment  settings;  i.e.,  hospitals,  halfway  houses,  or  outpatient  care.  Nor  does  specific  thera- 
peutic technique  seem  important.  The  mere  presence  of  treatment  was  more  important  than  the 
specific  treatment  type,  although  a remission  rate  exceeding  that  due  to  natural  processes 
depended  on  treatment  being  given  in  sufficient  amounts.  In  addition  to  the  above  variables, 
NIAAA  data  were  examined  for  successful  client-type/treatment-type  combinations;  however,  none 
were  found. 

CONCLUSIONS 

The  relatively  uniform  rates  of  remission  for  different  treatment  modes,  including  Alcoholics 
Anonymous  meetings,  tend  to  contradict  theories  maintaining  that  alcoholism  must  be  treated  by 
dealing  with  deeper  psychological  problems.  In  fact,  recovery  from  alcoholism  may  depend  on 
mechanisms  quite  unrelated  to  the  factors  that  led  to  the  onset  of  excessive  drinking. 

A key  finding  in  this  study  is  that  treatment  goals  other  than  total  abstention  may  be  possible, 
although  more  research  is  needed  to  establish  whether  normal-drinking  clients  can  sustain  this 
status.  Furthermore,  if  normal  drinking  is  feasible  for  some  patients,  those  particular  patients 
who  can  recover  to  normal  drinking  will  need  to  be  identified.  In  addition,  the  uniformity  of 
treatment  findings  suggests  that  a policy  of  supporting  or  adopting  the  less  expensive  treatment 
would  be  most  cost  effective.  However,  more  research  must  be  conducted  on  alternative  treat- 
ments and  on  the  role  and  importance  of  outcome  criteria  other  than  drinking  behavior. 
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Azrin,  N.H.  Improvements  in  the  community-reinforcement  approach  to  alcoholism.  Behaviour 
Research  and  Therapy,  14:339-348,  1976. 


SUBSTANCES  STUDIED:  Alcohol;  disulfiram 


TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 


Community  reinforcement;  disulfiram;  individual 
and  group  counseling;  Alcoholics  Anonymous 
buddy  system 

Alcoholics 

20  males  (later  reduced  to  9 subjects 
and  9 controls) 


SEX/AGE:  Age  range:  20-60  years 

ETHNICITY:  Not  specified 


LOCALE: 


Not  specified 


METHODOLOGY:  Descriptive  study 

INSTRUMENTS  USED:  Client  self-reports;  interviews  with  significant 

others;  counselors'  observations 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  17 


PURPOSE 

The  community-reinforcement  procedure,  a new  method  for  treating  alcoholism  based  on  a social 
learning  theory  model,  rearranges  significant  personal  and  community-based  reinforcers  that  pro- 
vide satisfactions  that  interfere  with  drinking.  These  reinforcers  include  full-time,  steady, 
satisfying,  and  well-paying  jobs;  marriage  and  family  counseling;  a social  club;  and  pleasurable 
hobbies  and  recreational  activities. 

Since,  in  a previous  community-reinforcement  program,  few  of  the  clients  remained  totally  absti- 
nent, but  experienced  temporary  lapses,  the  present  study  extended  the  previous  community- 
reinforcement  program  to  include  the  use  of  disulfiram  (Antabuse)  to  inhibit  impulsive  drinking 
and  of  special  motivational  procedures.  These  included  enlisting  the  spouse's  help  for  its  con- 
tinued use;  an  early  warning  notification  system  to  alert  clients  and  counselors  that  problems 
were  developing;  neighborhood  friend-advisers;  group  counseling;  and  a method  for  counselors 
to  evaluate  each  other  on  their  ability  to  use  the  new  procedure. 


METHODOLOGY 

All  20  subjects  met  the  following  selection  criteria:  an  extensive  record  of  alcoholism,  physio- 

logical alcohol  withdrawal  symptoms,  availability,  a match  with  another  currently  hospitalized 
alcoholic,  age  20  to  60  years,  and  nearby  residence.  A coin  flip  determined  which  clients 
received  community-reinforcement  counseling.  Control  group  clients  received  services  ; i . 
by  the  original  community-reinforcement  model,  including  instruction  about  alcoholism  and  n- 
dangers,  individual  and  group  counseling,  advice  to  take  disulfiram,  and  encourage: 

Alcoholics  Anonymous  (AA). 

Marital  counseling  for  all  married  alcoholics,  including  those  separated  or  contei:,,.. 
covered  all  areas  of  the  marriage  and  attempted  to  maximize  reciprocal  satisfaction  (or 
ners.  The  wife  became  the  helper  and  not  a watchdog  in  the  alcoholic's  daily  i.imh  i t n 
Synthetic  families  of  friends  or  employers  were  arranged  for  unmarried  client^  . 
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Several  procedures  were  used  to  ensure  that  disulfiram  would  become  a firmly  established  habit. 
The  time  for  taking  disulfiram  was  linked  to  an  already  well-established  habit  or  event  such  as 
mealtime  or  brushing  one's  teeth.  The  spouse  was  involved  in  daily  administration  of  disulfiram 
so  that  she  could  remind  him  if  he  forgot;  if  he  should  stop  taking  disulfiram,  she  could  notify 
the  counselor  to  begin  precrisis  therapy.  Prior  to  or  during  interruptions  (such  as  vacations, 
illness,  and  family  crises)  to  the  disulfiram  routines,  special  counseling  was  given  about  how  to 
continue  the  disulfiram  habit.  To  ensure  social  support,  the  client  was  advised  to  take  the 
disulfiram  only  in  the  presence  of  his  wife,  peer  adviser,  or  counselor.  In  fact,  every  coun- 
seling session  began  with  the  client  taking  a disulfiram  pill.  To  ensure  ease  of  obtaining,  clients 
were  referred  to  physicians  knowledgeable  and  sympathetic  about  the  use  of  disulfiram. 

Clients  were  counseled  in  a group,  rather  than  individually.  Groups  consisted  of  three  to  four 
clients  and  their  peer  advisers  and  spouses.  After  an  intensive  counseling  period,  groups  met 
about  every  2 months,  often  as  a part  of  a picnic  or  other  recreational  event. 

Written  contracts,  detailing  terms,  conditions,  and  steps  for  remediation,  were  made  for  taking 
disulfiram  and  attending  group  sessions,  marriage  counseling,  and  peer-adviser  meetings. 


RESULTS 

During  the  first  6 months,  the  control  group  spent  55  percent  of  the  time  drinking  and  67  per- 
cent of  the  time  away  from  the  family  or  synthetic  family;  45  percent  of  the  time  was  spent  insti- 
tutionalized and  56  percent  was  spent  unemployed.  The  community-reinforcement  group  spent  2 
percent  of  the  time  drinking,  7 percent  away  from  the  family  or  synthetic  family,  0 percent  insti- 
tutionalized, and  20  percent  unemployed. 

For  each  of  the  three  counselors,  the  clients  in  the  control  group  arank  at  least  50  percent  of 
the  time,  while  community-reinforcement  group  clients  drank  less  than  5 percent  of  the  time. 

During  the  2-year  followup,  community-reinforcement  clients  abstained  from  drinking  at  least  90 
percent  of  the  time  in  each  6-month  period  during  the  followup.  Median  counseling  time  was 
lower,  and  the  percentage  of  time  spent  drinking  was  lower  for  the  improved  community- 
reinforcement  procedures. 

All  seven  married  clients  remained  married,  even  though  all  had  suggested  the  possibility  of 
separation  or  divorce  in  the  initial  counseling  session.  All  clients  of  the  reinforcement  group 
established  or  reestablished  significant  social  relations  with  social  groups  that  supported  their 
sobriety . 


CONCLUSIONS 

Both  the  initial  and  improved  methods  of  community-reinforcement  rearranged  the  alcoholic's  social 
environment  so  that  other  more  reinforcing  activities  competed  with  drinking  behavior.  The  client 
then  was  motivated  to  reject  alcohol  as  a reinforcer  because  of  the  resulting  loss  of  so  many  other 
reinforcers.  The  primary  objective  was  to  use  a counseling  "package"  that  would  be  effective 
rather  than  a single  type  of  procedure.  A recent  development  in  the  reinforcement  therapies 
has  been  to  teach  alcoholics  to  control  their  drinking  rather  than  to  attempt  total  abstinence. 

The  present  program  can  be  used  with  this  objective  if  the  disulfiram  procedure  is  omitted.  In 
fact,  even  the  results  of  the  previous  community-reinforcement  program  that  did  not  use  disul- 
firam suggest  that  controlled  drinking  can  be  achieved. 
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Azrin,  N.H.;  Sisson,  R.W.;  Meyers,  R.;  and  Godley,  M.  Alcoholism  treatment  by  disulfiram 
and  community  reinforcement  therapy.  Journal  of  Behavior  Therapy  and  Experimental  Psy- 
chiatry, 13(2) : 1 05-1  1 2 , 1982. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  disulfiram 

Community-reinforcement  program;  behavior  therapy 
plus  disulfiram  assurance 

Rural  alcoholics 

43 

Male  and  female;  mean  age:  33.9  years 

Not  specified 
Not  specified 

Longitudinal  study;  correlational  study 

Self-report;  personal  visits;  review  of  official 
records 

Not  specified 
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PURPOSE 

Studies  have  indicated  that  drinking  can  be  greatly  reduced  when  disulfiram  (Antabuse)  is  used 
by  alcoholics  who  receive  adequate  social  support.  In  a community-reinforcement  program,  rela- 
tives supervise  the  taking  of  the  disulfiram,  and  the  patients  also  take  the  drug  at  each  regularly 
scheduled  counseling  session.  In  addition,  the  clients  identify  problem  situations  likely  to  cause 
omission  of  the  medication  and  are  given  behavior  reversal  training  in  anticipation  of  the  event. 
Job  finding,  reciprocity  marital  counseling,  advice  on  social  and  recreational  activities,  and  a 
buddy  procedure  are  also  reviewed. 

Using  only  outpatient  clients,  the  study  evaluates  the  disulfiram  assurance  component  and  com- 
pares it  with  a traditional  method  of  dispensing  disulfiram  and  with  a combined  community- 
reinforcement  and  disulfiram  assurance  treatment  program.  Counseling  was  scheduled  for  five 
weekly,  1-hour  sessions  to  evaluate  the  feasibility  of  a briefer,  time-limited  treatment  program. 


METHODOLOGY 

Forty-three  outpatient  clients  of  a rural  community  alcoholism  treatment  clinic  were  randomly 
assigned  to  one  of  three  treatment  conditions.  Differences  between  groups  were  assessed  onh, 
for  the  6-month  period. 

Clients  in  the  traditional  group  received  a standard  treatment  with  no  special  assurance  , ' • 

dures  for  taking  disulfiram.  Clients  in  the  disulfiram  assurance  group  were  treated  si  n n , ; 
those  in  the  traditional  group  except  for  specific  training  in  adhering  to  the  disulfiram  n a 
I n addition  to  taking  the  medication  at  the  start  of  every  therapy  session,  clients  . ' > 
to  take  it  at  a set  time,  place,  and  in  the  company  of  a significant  other. 

In  addition  to  all  procedures  of  the  previous  group,  the  behavior  therapy  plus  di  .udn 
ance  group  was  taught  how  to  refuse  offered  drinks,  how  to  use  abbreviated  muscle  r <•  I .»>..« 1 1 < 
training  to  control  urges  to  drink,  and  how  to  deal  with  difficult  social  situ. di  n th-it 
viously  led  to  the  clients'  drinking.  In  addition  to  advice  on  social  and  recre.i i mu.i 
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clients  were  given  job-finding  counseling  if  unemployed,  and  reciprocity  counseling  for  marital 
or  couple  problems  if  alcohol  problems  affected  the  relationship.  Socially  isolated  clients  were 
encouraged  and  instructed  to  establish  social  relationships  and  to  adopt  animals  as  pets. 


RESULTS 

During  the  sixth  month,  clients  receiving  the  traditional  treatment  were  no  longer  taking  disul- 
firam,  were  drinking  on  about  half  of  the  30  days,  were  intoxicated  on  about  one-third  of  them, 
consumed  about  4 ounces  of  ethanol  per  drinking  episode,  and  were  unemployed  about  one-third 
of  the  month.  Clients  in  behavior  therapy  plus  disulfiram  assurance  were  taking  disulfiram  about 
80  percent  of  the  days,  drank  or  were  drunk  less  than  1 day  per  month,  averaged  less  than  1 
ounce  of  alcohol  per  drinking  episode,  and  were  unemployed  about  2 days  during  the  month. 
Clients  receiving  the  disulfiram  assurance  program  had  intermediate  values  on  these  outcome  meas- 
ures. 

There  was  no  appreciable  institutionalization  for  alcoholism  or  absence  from  the  home  in  any  of 
the  three  treatments.  During  the  first  month,  the  clients  in  all  three  treatments  were  almost 
entirely  abstinent. 

Single  clients  drank  on  more  days  than  did  married  clients.  For  married  clients,  the  disulfiram 
assurance  procedure  was  sufficient  to  produce  nearly  complete  abstinence;  the  addition  of  behav- 
ior therapy  was  unnecessary.  While  disulfiram  assurance  had  little  effect  on  the  single  clients, 
the  addition  of  the  behavior  therapy  produced  nearly  complete  abstinence. 

The  mean  number  of  therapy  sessions  was  4.9  for  the  traditional,  4.5  for  the  disulfiram  assur- 
ance, and  6.4  for  the  behavior  therapy  treatment.  Variation  from  the  scheduled  five  sessions 
was  caused  by  failure  to  attend  or  by  extra  sessions  given  as  needed. 


CONCLUSIONS 

The  least  successful  treatment  was  the  traditional  treatment;  disulfiram  assurance  was  more  effec- 
tive, and  behavior  therapy  treatment  was  the  most  effective.  While  the  clients  were  relatively 
sober  during  the  first  month,  the  difference  between  the  treatment  groups  became  greater  with 
each  passing  month.  For  all  three  groups,  married  clients  were  found  to  drink  less  than  the 
single  clients.  An  interaction  effect  showed  that  for  single  clients,  disulfiram  assurance  treat- 
ment had  little  effect,  probably  because  treatment  depended  heavily  on  the  social  support  of  a 
partner  to  take  the  drug.  The  combined  behavior  therapy  and  disulfiram  assurance  treatment 
was  substantially  effective  for  single  clients,  possibly  because  of  the  additional  role  of  the  coun- 
selor and  the  social  and  vocational  experience  promoted  by  that  procedure.  A surprising  finding 
was  that  for  married  clients,  disulfiram  assurance  treatment  was  as  effective  as  combined  behavior 
therapy  and  disulfiram  assurance. 

The  present  data  suggest  that  single  clients  be  given  combined  behavior  therapy  and  disulfiram 
assurance  treatment;  married  clients  require  only  the  disulfiram  assurance  program.  The  mean 
number  of  sessions  required  was  very  low,  about  6 sessions,  considerably  less  than  the  30  ses- 
sions used  in  the  previous  application  of  this  method  in  a less  structured  format. 

Drinking  seemed  to  resume  on  two  types  of  occasions:  when  the  initial  1-month  prescription  ran 
out  or  when  either  the  client  or  marital  partner  declined  to  take,  or  supervise  the  taking  of, 
disulfiram  each  day.  Telephone  contact  by  the  counselor  was  often  sufficient  to  resume  the  drug- 
taking ritual. 
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SUBSTANCES  STUDIED:  Alcohol;  disulfiram;  citrated  calcium  carbimide;  LSD; 

metronidazole;  apomorphine;  emetine;  succinyl 
choline;  psychotropic  medication 

TREATMENT  MODE:  Inpatient  and  outpatient  treatment  programs; 

individual  and  group  psychotherapy;  behavioral 
psychotherapy  (aversion  therapy,  systematic 
desensitization,  operant  conditioning  techniques); 
Alcoholics  Anonymous;  drug  treatment 

SAMPLE  TYPE:  Not  applicable 


SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


Not  applicable 
Not  applicable 
Not  applicable 
Not  applicable 
Literature  review 


INSTRUMENTS  USED:  Not  applicable 

DATE(S)  CONDUCTED:  Not  applicable 

NO.  OF  REFERENCES:  288 


PURPOSE 

Interest  in  treating  and  understanding  chronic  alcoholism  has  grown  over  the  past  two  decades. 
Well-designed  research  on  methods  for  treating  chronic  alcoholism  and,  therefore,  solid  conclu- 
sions about  their  indications  and  relative  efficacy  are  badly  needed. 

This  report  reviews  the  English  language  literature  from  1 953  to  1975  on  alcoholism  treatment. 
It  looks  at  alcohol  treatment  both  programmatically,  in  terms  of  inpatient  and  outpatient  treat- 
ment programs,  and  in  terms  of  the  currently  popular  single  modality  approaches  of  behavioral 
psychotherapy.  Alcoholics  Anonymous,  and  drug  treatment. 


SUMMARY 

Treatment  Goals  and  Outcome 

Experts  disagree  on  whether  abstinence  should  be  the  treatment  goal  and  drinking  behavior  tic 
measure  of  its  outcome.  Many  are  unwilling  to  accept  at  face  value  published  accounts  ot  alco- 
holics who  achieve  normal  drinking.  Because  these  studies  have  flaws,  it  seems  safest  to  propo- 
abstinence  as  a goal  for  all  alcoholics.  It  should  be  remembered  that  the  alcoholic  is  often  i 
person  with  many  problems  other  than  alcoholism  and  that  abstinence  has  been  found  to  h« 
strongly  related  to  work  adjustment. 

Some  programs  treat  alcoholics  for  3 months;  others  for  6 to  1 2 months.  Many  clinics  < milin  j< 
to  see  patients  on  an  indefinite,  open-ended,  but  less  frequent  basis  long  after  the,  no.. 
abstinent. 

Spontaneous  improvement  of  the  untreated  alcoholic  does  not  automatically  take  pla  . .a  ; 
factors  such  as  low  stress,  decreased  tolerance,  and  religious  conversion  can  help  caii  a ■ a!’  o 
drinking  in  some  patients. 
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Inpatient  Treatment 

An  analysis  of  30  studies  reveals  that  about  30  percent  of  patients  appear  to  improve  with  hos- 
pitalization; when  not  corrected  for  spontaneous  improvement,  the  figure  is  as  high  as  41.5  per- 
cent. However,  studies  have  repeatedly  found  that  social  stability  is  positively  related  to 
outcome  followed  by  socioeconomic  status  (SES).  Thus,  patient  factors  rather  than  program 
effectiveness  play  a large  role  in  patient  success,  although  improvements  in  program  treatment 
methods  have  been  noted. 

The  literature  indicates  that  higher  SES  patients  require  shorter  hospitalizations,  although  those 
who  drop  out  of  treatment  programs  early  tend  to  need  treatment  the  most.  Moreover,  research- 
ers are  unsure  of  what  kind  of  inpatient  psychotherapy  is  most  helpful.  Evidence  thus  far  does 
not  support  the  idea  that  prolonged  inpatient  treatment  offers  any  special  advantage  for  most 
patients.  Studies  point  to  aftercare  services  as  very  effective,  so  much  so  that  followup  care 
could  replace  some  or  most  of  the  time  patients  spend  in  inpatient  treatment. 


Outpatient  Treatment 

Treatment  results  for  outpatient  care  are  respectable,  although  dropout  rates  remain  a problem. 
Treatment  length  has  been  found  to  be  positively  related  to  outcome  in  most  studies,  although 
tentative  findings  suggest  that  treatment  length  is  more  related  to  abstinence  than  to  lesser 
degrees  of  improvement,  which  may  depend  on  environmental  factors.  Factors  related  to  good 
outcomes  include  SES  and  social  stability,  abstinence  on  admission  or  length  of  abstinence  in  the 
year  before  treatment,  motivation,  and  others.  Sociopathic  features  confer  a poor  outcome. 
Again,  the  nature  of  the  patient  is  more  important  than  the  type  of  treatment  used. 

Studies  also  indicate  that  multidisciplinary  treatment  of  outpatient  alcoholics  is  more  effective 
than  individual  psychotherapy  and  that,  in  some  cases,  active  involvement  of  spouses  in  treatment 
is  worthwhile.  Moreover,  compulsory  treatment  has  been  associated  with  good  outcomes.  Skid- 
row  alcoholics,  in  particular,  if  carefully  selected,  can  benefit  from  compulsory  treatment,  espe- 
cially if  the  sentence  for  parole  violation  is  a stiff  one. 


Alcoholics  Anonymous  (AA) 

AA  is  the  oldest  and  best  established  of  all  treatment  programs  for  alcoholism.  It  is  an  integral 
part  of  most  treatment  programs.  Studies  have  found  that  AA  members  are  most  likely  to  be 
single,  religiously  oriented  people  who  have  lost  drinking  friends.  Their  wives  or  girlfriends 
support  their  AA  participation.  They  are  not  highly  symptomatic  and  are  socially  dependent, 
guilt-prone  persons  with  obsessive-compulsive  and  authoritarian  personality  features,  prone  to 
use  rationalization  and  reaction  formation.  They  are  verbal  persons  who  can  share  reactions 
with  others  and  are  not  threatened  by  groups  of  people. 

As  a primary  treatment  method,  compared  to  alcohol  clinic  treatment,  AA  seems  to  be  applicable 
to  fewer  patients  and  to  be  less  successful  with  them.  However,  as  a supplementary  treatment 
program,  AA  may  reach  a wider  audience.  Physicians  should  recommend  AA  only  to  those 
patients  likely  to  profit  from  it. 


Behavioral  Psychotherapy 

Behavioral  approaches  to  alcoholism  are  hardly  new;  aversion  therapy  dates  back  40  years.  The 
oldest  approach  to  aversive  conditioning  is  through  drugs  such  as  apomorphine  and  emetine  to 
induce  nausea  and  vomiting  after  tasting  alcohol.  This  type  of  conditioning  is  potentially  hazard- 
ous and  is  unacceptable  to  most  patients. 

Chemical  aversion  seems  to  do  no  better  than  other  methods,  although  it  has  not  yet  been  fairly 
tested  without  controlled  experiments,  while  succinyl  choline  aversion  and  instrumental  escape 
conditioning  with  shock  offer  no  special  treatment  advantages  that  outweigh  their  unpleasantness. 
Aversive  imagery  techniques  seem  more  promising. 

The  use  of  systematic  desensitization  in  alcoholics  needs  to  be  studied  further.  It  may  be  appli- 
cable in  self-aware  patients  whose  drinking  is  triggered  by  special  foci  of  anxiety  and  is  not 
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reinforced  by  reducing  other  dysphoric  symptoms  by  alcohol.  Operant  conditioning  techniques, 
however,  seem  more  generally  applicable  and  are  reminiscent  of  more  conventional  psychotherapy. 


Drug  Treatment 

Administering  drugs  to  alcoholics  is  based  on  the  assumption  that  drugs  will  diminish  alcoholics' 
dysphoric  symptoms,  which  cause  them  to  drink,  thereby  lowering  the  patient's  drive  to  consume 
alcohol.  However,  almost  all  controlled  studies  of  the  effects  of  psychotropic  medication  on  alco- 
holics have  been  negative. 

Drug  studies  do  indicate  that  psychotropic  medication  is  needed  only  in  those  patients  who  attend 
regularly  and  can  be  trusted  to  take  the  drug  reliably.  Chlordiazepoxide  may  be  helpful  in  non- 
psychotic  patients  who  are  anxious  and/or  suffer  from  withdrawal  symptoms,  although  its  use  is 
not  justified  beyond  3 or  4 months.  On  the  other  hand,  phenothiazines  may  be  more  helpful  in 
psychotic  alcoholics,  although  they  are  contraindicated  in  all  others.  On  a long-term  basis, 
metronidazole  may  be  helpful  in  higher  SES  patients.  Further,  disulfiram  seems  indicated  in  well- 
motivated,  older,  and  nondepressed  patients  who  have  compulsive  personality  makeups,  do  not 
have  heart  disease,  and  have  already  demonstrated  that  they  can  control  their  drinking. 


CONCLUSIONS 

The  literature  suggests  that  multifactorial  outcome  measures  are  superior  to  abstinence  alone  as 
a criterion  of  success  and  that  a 6-month  followup  interval  is  the  absolute  acceptable  minimum. 

The  patient  rather  than  treatment  factors  played  the  dominant  role  in  persistence  in  treatment 
and  eventual  outcome.  Outpatient  clinics  had  higher  improvement  rates  than  inpatient  programs, 
despite  their  higher  dropout  rates. 

AA's  members  may  be  quite  different  from  hospital  and  clinic  clients,  and  AA's  applicability  may 
be  more  limited  than  had  been  supposed.  Data  do  not  confirm  AA's  claims  of  much  higher  suc- 
cess rates  than  clinic  treatment.  AA  requires  further  systematic  study. 

Behavioral  approaches  seem  to  give  about  the  same  results  as  other  treatment  methods.  The 
utility  of  antidepressants  or  tranquilizers  in  treating  chronic  alcoholism  has  yet  to  be  proved. 
Further  research  is  needed  to  test  the  efficacy  of  disulfiram.  Metronidazole  may  be  effective  on 
a long-term  basis. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  heroin 

Hospitalization;  outpatient 

Treatment  dropouts 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review;  literature  review 
Not  applicable 
Not  applicable 
362 


PURPOSE 

The  problem  of  patients'  dropping  out  of  treatment  is  reviewed  critically  in  a wide  variety  of 
situations:  hospital  treatment  of  general  psychiatric  and  tubercular  patients,  outpatient  treatment 

of  internal  medical  conditions,  alcoholism  and  heroin  addiction,  general  psychiatric  outpatient 
psychotherapy,  and  double-blind  drug  studies.  In  a time  of  increasing  treatment  expectations 
and  costs,  it  is  desirable  to  distinguish  efficiently  and  effectively  the  patients  likely  to  remain 
in  treatment  from  those  who  will  drop  out.  Equally  important  is  the  ability  to  isolate  clinic  and 
treatment  factors  that  promote  patient  attrition. 

This  literature  review  focuses  on  four  questions:  (1)  who  is  the  dropout,  and  is  he  or  she  typi- 

cal, or  are  there  a number  of  different  kinds  of  dropouts;  (2)  treatment  factors  aside,  what 
patient  factors  (personality,  historical,  clinical)  help  to  account  for  dropouts;  (3)  what  are  the 
implications  of  dropping  out;  and  (4)  what  alterations  or  implementation  policies  of  patient  selection 
or  changes  in  treatment  settings  or  approaches  could  retard  attrition.  Prior  to  reviewing  the 
findings,  the  discussion  examines  some  of  the  recurrent  limitations  of  design  in  the  literature 
reviewed  and  outlines  the  requirements  of  a well-designed  study  on  dropping  out  of  treatment. 
Weaknesses  in  the  literature  reviewed  include  inexplicit  definitions  of  who  is  a dropout,  lack  of 
distinctions  between  patients  remaining  in  treatment  for  only  a month  or  two  and  those  who  per- 
severe for  several  months,  lack  of  distinction  between  new  and  readmitted  patients,  inadequate 
descriptions  of  treatment  settings,  and  various  statistical  considerations. 


SUMMARY 

Studies  were  examined  for  their  findings  in  several  areas.  The  first,  elopement  from  the  hospital 
and  termination  of  treatment  against  medical  advice,  indicated  that  findings  seem  compatible  with 
Altman  et  al.'s  formulation  that  elopement  is  a response  to  the  intrapsychic  and  external  stresses 
of  hospital  admission  in  the  impulsive  individual.  Findings  are  compatible  also  with  theories  of 
self-discharge  that  invoke  factors  like  intolerance  of  dependency  or  close  relationships  with  thera- 
pists. Other  findings  indicated  family  interference  or  financial  hardship  as  well  as  inadequate 
preparation  and  referral  of  the  patient.  Patients  likely  to  elope  (especially  alcoholics,  heroin 
addicts,  mental  retardees,  and  psychotics)  appear  to  be  younger,  court-referred  males  who  have 
previously  eloped  or  signed  out  against  advice  or  who  have  had  many  previous  hospitalizations. 
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A second  area  of  examination  is  internal  medical  conditions.  Findings  here  deal  mostly  with 
hypertensive  patients. 

Dropout  rates  in  inpatient  alcohol  treatment  programs  are  lower  than  in  outpatient  programs  (a 
mean  of  28  percent  for  inpatient  contrasted  to  52  percent  to  75  percent  by  the  fourth  session 
for  outpatient  treatment).  Studies  of  psychotherapy-oriented  inpatient  programs  by  Miller  and 
associates  and  by  Wilkinson  et  al . indicate  that  younger  patients  with  an  earlier  onset  of  alcohol- 
ism and  more  unstable  marriages  were  more  likely  to  leave  treatment.  Psychological  differences 
included  higher  MMPI  scores  for  dropouts;  more  hostility  and  aggression;  and  less  maturity, 
responsibility,  and  emotional  control.  The  dropouts  had  lower  self-esteem  and  more  self-doubt, 
and  were  more  socially  dependent  although  isolated.  An  overall  view  of  the  studies  on  the  inpa- 
tient alcoholic  dropout  is  of  an  advanced-stage  alcoholic  with  more  passive-aggressive  and  psycho- 
pathic features  who  relies  on  alcohol  for  relief  of  feelings  and  has  difficulty  in  forming  close 
relationships. 

Studies  on  alcoholism  outpatient  treatment  programs  per  se  indicate  a composite  picture  of  an 
alcoholic  dropout  as  a field-dependent,  counterdependent,  highly  symptomatic,  socially  isolated 
lower  class  person  of  poor  social  stability.  The  patient  is  highly  ambivalent  about  treatment  and 
has  psychopathic  features.  Studies  by  Baekeland  and  associates  and  Kissin  and  others  point  to 
a heterogeneity  of  alcoholic  dropouts. 

Studies  on  heroin  addiction  show  that  drug-free  programs  have  the  highest  dropout  rates;  metha- 
done maintenance  programs,  the  lowest.  The  likely  dropout  is  a young,  single  person  who  is 
poorly  educated  and  has  a history  of  juvenile  delinquency  and  arrests.  The  patient  is  residen- 
tially  mobile,  previously  unemployed,  and  denies  having  problems. 

Those  studies  on  psychiatric  outpatients  undergoing  psychotherapy  programs  have  emphasized 
patient  factors  (demographic,  symptomatic,  personality)  rather  than  extrapatient  factors.  A clus- 
ter of  variables  connected  with  dependency  needs  and  their  expressions  appears  to  relate  to 
whether  the  patient  drops  out.  Although  age  and  length  of  treatment  appear  related,  the  rela- 
tionship is  complex.  It  is  clear,  though,  that  the  patient  most  likely  to  drop  out  is  unaffiliated 
and  of  lower  socioeconomic  status.  A female  with  paranoid  or  sociopathic  features,  the  dropout 
enters  treatment  with  low  levels  of  anxiety  and/or  depression.  Poorly  motivated,  she  is  not  psy- 
chologically minded  and  has  problems  in  the  area  of  dependent  strivings.  Dropouts  from  adult 
group  psychotherapy  also  are,  according  to  study  findings,  females  with  paranoid  features,  low 
levels  of  anxiety,  low  social  effectiveness,  and  lack  of  psychological  mindedness.  However, 
studies  in  this  area  are  few. 

A final  area  examined  was  double-blind  drug  studies.  These  studies  build  a composite  picture 
of  the  dropout  as  a younger,  lower  socioeconomic  status  woman  who  has  previously  dropped  out 
of  treatment.  She  is  likely  to  deny  her  illness  and  show  covert  hostility.  She  complains  of  side 
effects,  deviates  from  the  prescribed  dosage,  and  is  on  placebo. 

In  the  treatment  areas  examined,  virtually  no  2 studies  looked  at  the  same  factors,  but  at  least 
13  variables  or  clusters  of  variables  appeared  in  at  least  10  studies,  regardless  of  the  area  of 
treatment  involved:  age;  sex;  socioeconomic  status;  social  isolation  and  unaffiliation;  social  sta- 

bility; symptom  levels  and  symptom  relief;  aggressive  and  passive-aggressive  behavior;  socio- 
pathic features;  motivation;  psychological  mindedness;  behavior  and/or  perceptual  dependence, 
therapist  attitudes  and  behavior;  and  family  pathology,  attitudes,  and  behavior.  Seemingly 
important  but  less  often  considered  were  drug  dependence  (alcoholism  and  drug  addiction)  .m  i 
discrepant  treatment  expectations. 

Patient  age  and  sex  proved  important  in  indicating  persistence  in  treatment.  Younger  . m 
were  more  likely  to  drop  out  of  all  treatments,  and  females  were  more  likely  to  drop  out  of  m .■  ■ )- 
therapy  and  double-blind  drug  treatment.  In  35  of  57  studies,  socioeconomic  status  v.u  m jmti- 
cant.  Lower  class  patients  who  were  task  oriented  were  likely  to  regard  further  treatment  as 
unnecessary  and  irrelevant  once  symptoms  abated  somewhat. 

The  importance  of  social  isolation  and/or  lack  of  affiliation  was  indicated  in  all  of  t 
that  examined  it.  The  poor  ability  of  the  socially  isolated  and/or  unaffiliate  i ’ • : • m 

ties  with  others  was  reflected  in  the  weakness  of  the  patient's  attachment  ra|  1st. 

Twenty  of  41  studies  found  social  stability  to  be  related  to  dr  of  treatment,  • 

less  socially  stable  patient  more  likely  to  drop  out.  Occupational  stability  .%.i  i >■ 
predictor  of  dropping  out  in  alcohol  and  drug  addicts  than  in  other  kinds  of  patients.  t 
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level  and  symptom  relief  both  were  associated  with  dropping  out  of  treatment  in  22  of  35  studies. 

Nine  of  11  studies  that  examined  factors  related  to  aggressive  and  passive-aggressive  behavior 
indicated  that  the  highly  aggressive  or  passive-aggressive  patient  tended  to  drop  out.  Socio- 
pathic  features  were  related  to  dropout  in  14  of  19  studies.  Thirty-four  of  41  studies  found 
motivation  important.  Lack  of  psychological  mindedness  appeared  to  be  important  in  24  of  26 
studies,  and  behavioral  and/or  perceptual  dependence  were  implicated  in  12  of  1 4 studies.  In 
terms  of  extrapatient  factors,  therapist  attitudes  and  behavior  were  implicated  in  35  of  35  studies 
family  pathology,  attitudes,  and  behavior — considered  only  by  child  psychiatrists  and  social 
workers — proved  important  in  patients  dropping  out  of  treatment  in  8 of  1 0 studies;  and  drug 
dependence  and  the  role  played  by  differences  between  the  patient's  and  the  therapist's  ideas 
about  the  goals  and  methods  of  treatment  were  considered  in  only  a few  studies. 

Little  attention  has  been  given  to  getting  patients  into  treatment  after  referral  and  to  keeping 

them  in  treatment.  Almost  all  the  research  on  these  issues  has  been  done  with  alcoholics. 

Failure  to  diagnose  alcoholism  comes  from  many  causes,  including  poor  training  and  misinforma- 

tion. 


CONCLUSIONS 

In  spite  of  spontaneous  improvement  and  entry  or  reentry  into  treatment,  on  the  average  the 
dropout  seems  not  to  fare  so  well  as  his  or  her  treated  counterpart.  This  literature  review  sug- 
gests the  value  of  conceptualizing  the  act  of  dropping  out  as  a factor  of  three  vectors:  a set 

of  intrapsychic  factors  favorably  or  unfavorably  disposing  the  patient  to  the  treatment  setting 
and  its  change  agents  (demographic,  clinical,  and  personality  factors);  a set  of  variables  having 
to  do  with  the  therapist's  personality,  attitudes  toward  patients,  and  therapeutic  style;  and  a 
set  of  variables  related  to  environmental  factors. 

Guidelines  for  reducing  patient  attrition  should  include  (1)  eliminating  waiting  lists  so  admission 
is  immediate;  (2)  identifying  alcoholics  and  drug  addicts  promptly  and  referring  them  to  special- 
ized treatment;  (3)  satisfying  the  patient's  dependency  needs  by  offering  a wide  range  of  ancil- 
lary services;  and  (4)  providing  a variety  of  treatment  modalities  and  choosing  one  that  best 
fits  the  patient's  needs. 
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PURPOSE 

There  has  been  an  impressive  increase  of  interest  in  both  treating  and  understanding  chronic 
alcoholism  over  the  past  20  years.  New  therapies  involving  the  use  of  disulfiram,  tranquilizers, 
antidepressants,  and  group  psychotherapy  have  arisen,  but  those  who  work  with  alcoholics  know 
little  about  the  effectiveness  of  these  different  treatments  in  particular  settings  and  with  specific 
cl  ients. 

This  paper  reviews  the  English  language  literature  of  works  published  mostly  from  1 953  to  1 9 > 
on  methods  for  the  treatment  of  chronic  alcoholism.  Studies  examined  were  generally  limited  to 
those  that  used  control  groups  and  tests  of  statistical  significance,  although  a few  exceptions 
were  made.  Descriptions  of  programs  are  included,  and  conceptual  issues  discussed.  Tie 
appraisal  discusses  the  methodological  problems  inherent  in  treatment  studies,  particular!  , sn  ,- 
of  sampling  bias  and  unreliability.  The  report  looks  at  alcohol  treatment  in  terms  of  inpatient 
and  outpatient  treatment  programs,  which  include  various  treatment  regimens,  and  m ten 
the  single  modality  approaches  of  behavioral  psychotherapy.  Alcoholics  Anonymous,  and  dr  i i 
treatment. 


SUMMARY 

Most  studies  are  badly  biased  in  favor  of  lower  class,  nonpsychotic  male  patients,  '.'.an,  • . 

ignore  various  kinds  of  sample  attrition  and  hence  report  spuriously  inflated  su  ■ r • 
Multifactorial  outcome  measures  appear  superior  to  abstinence  alone  as  a < * 1 1 • • r »•  • • . • 

and  a 1-year  followup  interval  is  the  absolute  minimum  acceptable.  Unsettled  que-di  * 
more  study  are  the  reliability  of  the  drinking  history,  the  problem  of  relative  on ; r n .n  • n .■  i 
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treatment  and  nontreatment  factors  during  the  followup  period,  and  the  issue  of  spontaneous 
improvement.  Only  prospective  studies  should  be  done;  patient  information  should  be  sampled 
on  admission,  3 weeks  to  1 month  later,  just  before  discharge,  and  at  followup. 

The  patient,  as  opposed  to  the  kind  of  treatment  used,  plays  a major  role  in  persistence  in  treat- 
ment and  eventual  outcome.  In  inpatient  studies,  good  prognosis  patients--those  with  higher 
socioeconomic  status  (SES)  and  social  stability — had  improvement  rates  varying  from  32.4  to  68 
percent,  but  poor  prognosis  patients  (largely  skid  row  alcoholics)  had  rates  ranging  from  0 to 
18  percent.  The  effectiveness  of  hospital  treatment  programs,  despite  new  methods,  seems  no 
better  from  1 960  to  1 973  than  it  was  from  1 953  to  1 963,  and  no  differences  have  been  found  in 
the  effectiveness  of  different  kinds  of  treatment  regimens.  Some  evidence  indicates  that  higher 
SES  patients  may  need  shorter  hospitalizations  and  little  aftercare. 

Many  studies  show  that  outpatient  clinics  had  higher  improvement  rates  (41  .6  percent)  than  did 
inpatient  programs,  despite  their  higher  dropout  rates  (36.9  versus  17  percent).  Outpatient 
programs  with  the  highest  improvement  rates  had  good  prognosis  patients,  whereas  those  with 
poorest  outcomes  catered  to  skid  row  patients.  Evidence  suggests  in  favor  of  multidisciplinary 
approaches,  involvement  of  the  spouse  in  treatment,  and  forced  treatment  of  selected  skid  row 
alcoholics. 

The  population  served  by  Alcoholics  Anonymous  (AA)  may  be  different  from  the  population  that 
goes  to  hospitals  and  clinics,  and  AA's  applicability  as  a treatment  method  is  much  more  limited 
than  was  previously  supposed.  Data  do  not  support  AA's  claims  of  much  higher  success  rates 
than  clinic  treatment.  When  population  differences  are  taken  into  account,  the  reverse  seems  to 
be  true.  Of  all  the  treatment  methods  reviewed,  AA  is  most  in  need  of  further  study. 

Behavioral  approaches,  which  are  usually  tried  on  highly  selected  volunteers,  seem  to  give  about 
the  same  results  as  other  treatment  methods.  However,  succinyl  choline  aversion  is  ineffective, 
whereas  aversive  imagery  techniques  and  those  combining  aversive  and  operant  conditioning  show 
promise. 

Because  of  high  dropout  rates  and  the  operation  of  uncontrolled  nonspecific  factors,  double-blind 
drug  studies  conducted  in  heterogeneous,  unselected,  and  predominantly  lower  class  clinic  popu- 
lations have  not  fairly  tested  the  utility  of  antidepressants  or  tranqu ilizers  in  the  treatment  of 
chronic  alcoholism.  Future  studies  should  concentrate  on  carefully  selected  criterion  groups. 

Without  controlled  studies,  it  cannot  be  determined  whether  the  major  determinant  of  success  in 
the  use  of  disulfiram  is  not  simply  the  strength  of  the  therapist-patient  relationship.  Better 
results  seem  to  be  obtained  if  disulfiram  is  taken  under  supervision.  The  successful  disulfiram 
patient,  besides  having  characteristics  that  confer  a good  prognosis  with  any  kind  of  treatment, 
is  likely  not  to  be  depressed  and  to  have  compulsive  personality  features.  Disulfiram  may  be 
particularly  effective  in  heroin  addict  alcoholics  maintained  on  methadone,  when  receiving  metha- 
done is  made  contingent  on  taking  disulfiram. 

Metronidazole  may  be  better  than  placebo  on  a long-term  basis.  The  short  time  spans  used  in 
almost  all  drug  studies  suggest  a need  for  reexamination  of  the  utility  of  antidepressants  and 
tranquilizers  in  better  designed  long-term  studies  with  select  populations. 


CONCLUSIONS 

Patients  who  do  well  on  drugs,  psychotherapy,  or  rehabilitation  programs  seem  to  have  different 
characteristics,  and  success  rates  go  up  with  the  number  of  treatment  options  given  the  patient. 
More  work  needs  to  be  done  here.  Future  research  should  examine  the  response  to  various  kinds 
of  treatments  of  already  known  criterion  groups  derived  from  factor  analytic  and  other  studies. 

How  different  treatments  work  and  what  they  have  in  common  is  a question  that  should  be 
answered  by  future  researchers.  Some  researchers  suggest  that  patient  expectations,  hope, 
suggestion,  and  persuasion  may  play  a role.  Others  suggest  that  alcoholism  is  a self-limiting 
disease  without  explaining  adequately  why  this  might  be  so. 

Future  research  should  also  address  the  relative  effectiveness  of  group  versus  individual  psycho- 
therapy in  inpatient  and  outpatient  treatment,  the  optimal  combination  of  hospital  and  outpatient 
treatment,  the  relationship  between  treatment  length  and  outcome,  and  the  type  of  patients  most 
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PURPOSE 

The  use  of  disulfiram  in  treating  alcoholics  is  controversial,  and  few  studies  have  assessed  its 
effectiveness.  This  study  tests  the  effects  of  disulfiram  on  outpatient  alcoholics  using  more 
stringent  data  analysis  methods  than  had  been  used  in  the  past. 


METHODOLOGY 

The  study  screened  232  patients  seen  by  the  same  physician  between  1963  and  1970  in  the  State 
University  of  New  York  Sunset  Park  Alcohol  Clinic.  Of  these  alcoholic  outpatients,  56  had 
received  disulfiram  and  176  had  not.  Admission  variables  examined  included  items  in  six  cate- 
gories felt  to  be  related  to  outcome  in  the  treatment  of  alcoholics:  demographic  variables  (educa- 

tion, age,  and  income),  variables  related  to  the  duration  and  extent  of  alcohol  intake,  items 
connected  to  psychiatric  symptoms,  indices  of  motivation,  items  associated  with  diminished  impulse 
control  (assaultive  behavior  and  alcohol-related  arrests),  and  variables  related  to  social  stability 
(personal  relationships  and  employment). 

For  purposes  of  data  analysis,  these  variables  were  examined  singly  and  in  five  groups.  These 
groups  were  alcohol  intake  (delirium  tremens,  hospitalizations  for  alcoholism,  and  blackouts), 
psychiatric  symptoms  (suicide  attempts,  on  antidepressant  at  admission,  on  tranquilizer  at  admis- 
sion), motivation  (contact  with  Alcoholics  Anonymous,  abstinent  at  intake),  decreased  impulse 
control,  and  social  stability  (lives  with  someone,  employed).  In  categories  with  only  two  items, 
patients  could  get  a score  of  0,  1.5,  or  3,  while  in  categories  with  three  items  patients  could 
score  0,  1,  2,  or  3.  Patients  were  scored  on  these  categories  and  then  categorized  with  respect 
to  each  as  high,  3;  middle,  1,  1.5,  or  2;  or  low,  0.  Between-group  comparisons  were  made  in 
terms  of  the  proportion  of  patients  categorized  as  high  on  each  factor. 

Outcome  measures  studied  during  the  course  of  or  at  the  end  of  the  disulfiram  treatment  included 
the  following:  patient  on  antidepressant  at  last  visit,  patient  on  tranquilizer  at  end  of  clinic 

stay,  antidepressant  started,  patient  put  on  tranquilizer,  proportion  of  scheduled  appointments 
kept,  proportion  of  dry  appointments,  patient  rated  currently  dry  at  last  visit,  and  length  of 
clinic  stay. 

Patients  given  disulfiram  were  divided  into  3 groups:  23  high  abstinence  clinic  attenders  (group 

1),  21  low  abstinence  clinic  attenders  (group  2),  and  12  clinic  dropouts  (group  3).  Abstinence 


or  improvement  for  a period  of  at  least  6 months  was  considered  a good  predictor  of  sustained 
periods  of  improvement. 

Information  on  admission,  predisulfiram , and  while-on-disulfiram  variables  were  obtained  from 
the  social  worker's  and  the  doctor's  admission  workups  and  from  the  latter's  progress  notes. 


RESULTS 

Group  1 did  the  best  in  terms  of  outcome  measures.  These  patients  attended  the  clinic  for  at 
least  6 months  and  were  highly  motivated,  socially  intact  persons  with  relatively  long  histories 
of  heavy  drinking.  They  underwent  a long  evaluation  period  before  receiving  disulfiram. 

Group  2 also  attended  the  clinic  for  at  least  6 months  but  did  no  better  on  disulfiram  than  before 
getting  it,  or  than  the  controls.  Also  somewhat  older,  they  had  been  drinking  heavily  for  an 
intermediate  length  of  time.  They  were  less  well-motivated  and  were  more  likely  to  be  depressed 
when  put  on  disulfiram. 

Group  3 did  worst  of  all.  These  patients  quickly  dropped  out  of  treatment  and  did  poorly  by 
other  criteria.  They  were  considerably  younger  than  the  patients  in  the  other  two  groups  and 
appeared  to  have  had  a relatively  rapid  progression  of  alcoholism.  They  were  most  likely  to  be 
depressed  when  disulfiram  treatment  was  started,  and  more  of  them  became  depressed  while  on 
the  drug. 

The  composite  picture  of  the  patient  who  did  well  on  disulfiram  was  of  one  who  was  about  43 
years  old,  was  highly  motivated,  had  been  drinking  heavily  for  about  16  years,  had  had  delirium 
tremens  and  contact  with  Alcoholics  Anonymous,  and  was  dry  on  admission.  Moreover,  the  com- 
posite patient  was  more  likely  to  have  been  hospitalized  but  gave  less  evidence  of  downward  social 
mobility.  The  patient  was  more  likely  to  be  discontinued  from  antidepressants  before  receiving 
disulfiram  and  less  likely  to  be  on  antidepressants  when  on  disulfiram.  This  patient  had  the 
longest  clinic  stay. 


CONCLUSIONS 

Results  seem  to  agree  with  findings  of  previous  studies,  which  have  suggested  that  favorable 
prognostic  factors  in  disulfiram  treatment  are  older  age,  social  stability,  and  good  motivation, 
while  the  presence  of  significant  depression  augurs  poorly. 

Thus,  disulfiram  is  effective  in  treating  alcoholism  only  in  certain  kinds  of  patients  who  should 
be  carefully  selected  and  evaluated.  Patients  in  whom  disulfiram  is  ineffective  do  no  worse  on 
it  than  before  taking  the  drug  or  than  controls. 

Results  suggest  that  the  use  of  disulfiram  with  younger  patients  with  rapid  progression  of  alco- 
holism should  be  avoided  even  in  the  presence  of  favorable  factors,  such  as  being  educated  and 
attendance  at  Alcoholics  Anonymous. 
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PURPOSE 

Most  double-blind  studies  of  antidepressants  and  tranquilizer,  in  alcoholic  outpatients  have  failed 
to  confirm  clinical  findings  that  such  patients  may  benefit  from  psychotropic  medication.  One 
factor  that  might  explain  this  discrepancy  is  discontinuity  in  medication  levels,  whether  due  to 
taking  less  than  prescribed  dosages  or  to  missed  appointments. 

This  study  of  the  tranquilizer-antidepressant  combination  oxazepam-protriptyline  shows  that  the 
continuity  of  medication  must  be  taken  into  account  or  a fallacious  conclusion  might  result. 


METHODOLOGY 

The  study  began  with  196  alcoholic  outpatients,  of  whom  81  percent  were  men,  62  percent  were 
unmarried,  and  78  percent  were  daily  drinkers.  A total  of  36.5  percent  of  the  mostly  lower  class 
patients  had  a history  of  delirium  tremens,  and  62.5  percent  reported  blackouts. 

Patients  were  randomly  assigned  on  a double-blind  basis  either  to  a combination  of  1 5 mg  of 

oxazepam  and  5 mg  of  protriptyline  or  to  a placebo.  Most  patients  received  one  tablet  twice  a 

day.  Patients  were  supposed  to  return  weekly  for  four  additional  visits.  They  received  a week's 
supply  of  medication  on  the  first  four  visits. 

On  each  visit  patients  were  questioned  about  items  on  a symptom  rating  scale  (SRS),  an  abbre- 
viated version  of  the  Hopkins  Symptom  Checklist.  They  were  also  asked  whether  they  had  taken 
at  least  half  the  prescribed  daily  dosage  during  the  preceding  week. 

Of  the  196  patients  receiving  the  drug  combination  or  placebo,  only  140  came  for  at  least  2 visits. 

Their  SRS  scores  were  analyzed  in  two  ways,  using  only  patients  with  periods  of  continuous 

medication  at  adequate  dosage  levels  (group  A),  and  using  all  140  patients  including  those  with 
discontinuous  or  inadequate  medication  levels  (group  B).  A total  of  23  patients  were  not  on  con- 
tinuous medication;  117  patients  were.  The  distribution  of  drugs  and  placebo  was  about  the  same 
in  the  two  groups.  Only  about  half  the  subjects  made  all  five  visits. 
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RESULTS 


When  group  B patients,  those  receiving  inadequate  or  discontinuous  medication  levels,  were 
included  in  the  analysis,  both  drug  and  placebo  groups'  SRS  scores  improved  to  about  the  same 
extent.  However,  when  results  analyzed  only  visits  with  adequate  medication  levels  (group  A), 
patients  taking  the  drug  combination  registered  significantly  greater  gains  in  SRS  scores  than 
did  those  taking  the  placebo. 

CONCLUSIONS 

Patients  given  an  oxazepam-protriptyline  combination  either  did  or  did  not  show  greater  improve- 
ment in  SRS  scores  than  those  given  a placebo,  depending  on  the  type  of  data  analysis  used. 
Thus,  if  time  intervals  that  included  inadequate  medication  levels  were  included,  there  was  no 
difference  between  drug  and  placebo  effects.  But  if  such  intervals  were  excluded,  significantly 
greater  drug  effects  were  found. 

These  findings  agree  with  those  of  other  investigators  who  examined  the  antianxiety  and  anti- 
depressant effects  of  oxazepam  and  protriptyline  in  double-blind  outpatient  studies  conducted 
with  nonalcoholic  patients  and  healthy  subjects.  Moreover,  they  cast  doubt  on  previous  studies 
on  the  effects  of  psychotropic  medication  on  alcoholics  that  have  failed  to  find  drug  effects. 
They  support  Kellner's  warning  that  failure  of  a trial  to  yield  significant  drug-placebo  differences 
does  not  necessarily  mean  that  a drug  is  ineffective. 

Findings  suggest  that  the  most  effective  use  of  medication  by  alcoholic  outpatients  will  be  made 
by  those  who  keep  their  appointments  and  take  their  medication  as  prescribed. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 


Alcohol 

Alcoholics  Anonymous;  insight  therapy; 
rational  behavior  therapy 

A Icoholics 

260 

Males  between  24  and  58  years 
Not  specified 


LOCALE: 


Lexington,  Kentucky 


METHODOLOGY:  Multivariate  analysis 

INSTRUMENTS  USED:  MMPI;  pain  threshold  measure;  arrest  records; 

drinking  followup  form;  therapist  evaluation; 
alcohol-money  machine;  Drinking  Questionnaire; 
Alcoholism  Criteria;  Demographic  Questionnaire; 
Problem  Checklist;  Craving  and  Withdrawal 
Questionnaire;  Behavior  Rating  Scales;  drinking 
indices;  Quantity-Frequency-Variability  Index; 
Volume-Variability  Index;  Quantity-Volume  Index1 


DATE(S)  CONDUCTED:  1972-77 


NO.  OF  REFERENCES:  169 


PURPOSE 

Alcoholism  is  the  most  serious  social  and  personal  dysfunction  in  the  United  States  and  deserves 
the  best  efforts  in  research,  treatment,  and  prevention.  The  current  treatment  literature  indi- 
cates an  increasing  sophistication  in  the  expanding  body  of  knowledge  in  this  area.  This  study 
compared  the  effects  of  four  different  kinds  of  psychotherapy:  Alcoholics  Anonymous  (AA), 

traditional  insight  therapy,  professionally  delivered  rational  behavior  therapy,  and  a self-help 
rational  behavior  therapy  approach.  The  study  design  included  random  assignment  of  clients, 
multivariate  outcome  measures,  and  a 1-year  followup  period. 


METHODOLOGY 

The  research  took  place  through  the  Self  Help  Alcoholism  Research  Project  (SHARP)  in  Lexington, 
Kentucky.  Clients  were  mostly  recruited  from  the  court  system.  Some  self-referrals  were  also 
accepted.  Five  hundred  and  thirty-two  subjects  were  screened,  and  260  were  accepted  into  the 
project.  A total  of  197  attended  1 session  of  therapy;  and  116  completed  at  least  10  sessions  of 
treatment  and  some  followup. 

Screening  involved  a drinking  questionnaire,  drawing  test,  intelligence  test,  and  three  other 
tests.  The  initial  testing  battery  consisted  of  eight  instruments  including  a demographic  ques- 
tionnaire, a problem  checklist,  questions  on  craving  and  withdrawal,  and  a measurement  of  the 
threshold  of  finger  pain.  Assessments  were  done  initially;  at  the  termination  of  treatment;  and 
at  3,  6,  9,  and  12  months  after  termination. 


'Refer  to  volume  2 of  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for  a 
further  discussion  of  the  Behavior  Rating  Scales  and  Drinking  Classification  Indices. 
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Subjects  were  assigned  to  a control  group  or  to  one  of  four  treatment  groups.  Insight  therapy, 
conducted  by  professionals,  focused  on  developing  an  understanding  of  unconscious  dynamics 
and  on  encouraging  the  application  of  these  insights  to  the  patients'  present  lives.  Rational 
behavior  therapy  was  a highly  directive  method  of  enabling  people  to  teach  themselves  how  to 
increase  their  reasoning  and  behavioral  skills,  based  on  objective  facts,  in  order  to  better  under- 
stand and  cope  with  the  stresses  of  daily  living.  This  treatment  was  conducted  in  two  ways: 
by  professionals  and  by  a lay  therapist.  The  Alcoholics  Anonymous  (A A)  group  used  the  12 
steps  of  AA  as  the  content  focus  for  discussions  but  differed  from  the  usual  AA  norms  in  that 
most  clients  came  coerced  from  the  court  system  and  were  randomly  assigned  to  treatments.  The 
control  group  consisted  of  31  randomly  assigned  subjects  who  could  make  their  own  arrangements 
about  treatments  in  the  community  and  who  were  given  a list  of  community  agencies. 

Generally,  treatment  time  was  limited  to  46  weeks,  or  just  under  a year,  as  prolonged  treatment 
was  not  considered  desirable.  The  minimum  treatment  was  set  at  10  sessions,  and  the  maximum 

was  30;  because  some  patients  exceeded  the  treatment  time,  they  were  included  if  their  average 

number  of  sessions  per  week  was  0.21  or  greater. 

RESULTS 

The  patients  accepted  into  the  project  were  similar  to  the  others  who  were  screened  in  terms  of 
alcohol  consumption  and  signs  of  mental  illness,  but  were  less  organically  impaired;  had  more 
drinking  problems;  and  were  brighter,  younger,  and  more  socially  involved.  The  characteristics 
of  the  accepted  group  were  that  they  were  alcoholic,  of  low  to  normal  intelligence,  and  generally 
had  legal  problems.  Those  who  dropped  out  of  treatment  tended  to  prefer  liquor  over  wine  or 

beer,  admitted  to  less  aggregated  problems,  and  had  more  severe  problems  with  recent  memory. 

Demographic  and  behavioral  variables  indicated  that  randomization  was  successful. 

AA  had  the  most  dropouts  of  the  four  treatments.  AA  and  rational  behavior  therapy  conducted 
by  professionals  had  the  fewest  sessions  for  subjects  who  did  not  drop  out.  The  insight  therapy 
group  had  the  fewest  legal  problems,  but  all  treatment  groups  did  better  than  the  controls  in 
self-reported  and  objective  measures  of  legal  attention  (arrests).  In  terms  of  total  days  without 
drinking,  insight  therapy  and  professionally  led  rational  behavior  therapy  were  the  most  success- 
ful. 

On  most  indicators  of  drinking,  treatment  of  any  type  was  superior  to  no  treatment.  Similarly, 
treatment  was  superior  to  no  treatment  on  various  behavioral  indicators,  although  the  level  of 
significance  changed  over  time.  The  most  beneficial  changes  were  shown  at  the  3-month  followup 
period,  with  only  one  significant  result  at  the  12-month  period.  Nevertheless,  treatment  groups 
always  did  better  than  the  controls. 

Both  the  treatment  and  control  groups  showed,  over  time,  less  need  to  drink  when  nervous, 
more  ability  to  stop  drinking  after  one  or  two  drinks,  and  fewer  charges  of  driving  while  intoxi- 
cated. Throughout  treatment,  all  groups  showed  decreases  in  psychopathy  and  anxiety  and 
increases  in  social  desirability.  Different  treatments  produced  differing  results  on  the  hypochon- 
driasis scale,  the  hysteria  scale,  and  the  addiction  scale. 

Imported  professional  therapists  were  effective  in  cost,  motivation,  and  results.  When  the  project 
social  worker  functioned  as  a parole  officer,  external  coercive  pressures  were  effective  in  increas- 
ing attendance,  in  decreasing  drinking  and  legal  troubles  at  outcome,  and  in  reducing  drunken- 
ness arrests  during  followup. 

Self-help  treatment  methods  were  useful,  with  the  rational  behavior  therapy  led  by  a Ij/jh.t 
having  some  advantages  over  traditional  AA.  The  nonprofessional  therapist  was  .i, : mr 
as  successful  as  the  professionals  in  administering  the  same  kind  of  structured  ther.ij  .. 

CONCLUSIONS 

Treatment  of  at  least  10  sessions  will  help  a person  with  drinking  problems  as  well  as  with  i. 
behavioral,  and  general  maladjustment  problems.  Treatment  of  any  kind  was  superior  to  n •, 

ment  at  all.  The  most  cost-effective  methods  of  treatment  may  be  certain  combinations  < t 
help,  possibly  with  professional  consultation  and  detoxication  available.  Attitude-,  t ...  n i 
and  community  organization  will  have  to  be  improved  to  provide  a context  for  ef f tiv  , • 

Since  some  treatment  seems  essential,  the  use  of  efficient  coercive  pressures  sen  ... 
and  should  be  further  explored  legally  and  therapeutically. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 


Alcohol 

Medication;  hospitalization;  outpatient  group 
psychotherapy 

Outpatient  alcoholics  (veterans) 

174 


SEX/AGE: 

ETHN  ICITY : 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Males,  age  range:  21  to  60;  average  age:  45 
White  (96  percent) 

Lexington,  Kentucky 
Multivariate  analysis 

Profile  of  Mood  States;  Quantity-Frequency 
Index;  Wechsler  Memory  Scale  Form  I;  Canter 
Background  Interference  Procedure;  Hand 
Steadiness  Test;  Grooved  Pegboard 

Not  specified 

30 


PURPOSE 

Studies  by  Emrick  and  Schuckit  indicate  that  differences  in  treatment  modes  have  little  effect  on 
drinking  behavior  and  that  in  some  cases  patients  get  better  with  no  or  minimal  treatment. 
Recent  critiques  of  treatment  outcome  studies  suggest  the  need  to  match  specific  subgroups  of 
alcoholics  to  treatment  modalities  that  are  most  effective  for  them.  Baekeland  et  al.  (1975)  sug- 
gested that  patient  variables  can  be  crucial  in  treatment  success.  The  empirical  studies  of 
Kennedy  et  al.  (1978)  and  Zivich  (1981)  support  this  hypothesis,  and  Polich  et  al.  (1980)  found 
that  alcoholism  severity  is  related  to  alcoholic  subgroups.  This  study  examines  the  effects  of 
differential  treatment  on  outpatient  alcoholics  categorized  by  various  parameters  over  a 1-year 
period . 


METHODOLOGY 

The  174  subjects  came  from  the  inpatient  psychiatry  service  at  the  Veterans  Administration  Med- 
ical Center,  Lexington,  Kentucky,  and  were  diagnosed  as  having  primary  alcoholism.  All  were 
male  veterans  ranging  in  age  from  21  to  60  years;  they  were  paid  for  their  participation  in  the 
study.  Most  were  white  and  73  percent  had  completed  high  school.  To  be  accepted  into  the 
outpatient  alcoholism  program,  they  were  required  to  return  to  monthly  followup  clinics.  Their 
employment  status  was  determined  by  measures  of  mood,  alcohol  consumption,  and  neuropsycho- 
logical functioning.  Employment  was  defined  as  having  been  employed  full  time  for  10  of  the 
last  12  months. 

After  an  initial  period  of  hospitalization  (10  to  14  days),  patients  from  each  employment  group 
were  randomly  assigned  to  one  of  three  groups:  a control  (monthly  checkups  by  a physician); 

medication;  or  multitherapy  treatment  (individual  therapy,  group  psychotherapy,  etc.).  Twelve 
monthly  followup  clinics  were  scheduled  for  all  groups,  when  evaluations  were  done,  and  a final 
assessment  was  recorded  at  the  end  of  12  months. 
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Treatment  outcome  was  assessed  by  prechange  and  postchange  scores  on  measures  of  mood,  alco- 
hol consumption,  and  neuropsychological  functioning  taken  at  hospitalization  and  again  12  months 
l iter  following  outpatient  treatment.  Mood  changes  were  assessed  by  the  Profile  of  Mood  States 
(McNair  et  al.  1971),  and  self-reported  alcohol  consumption  was  evaluated  by  the  Quantity- 
Frequency  Index  developed  by  Armor  et  al . (1976).  Measures  of  neuropsychological  functioning 
were  determined  from  the  Wechsler  Memory  Scale  Form  I;  the  Canter  Background  Interference 
Procedure,  a variant  of  the  Bender-Gestalt  test  of  visual  motor  performance;  the  Hand  Steadiness 
test;  and  the  Grooved  Pegboard,  a measure  of  finger  dexterity. 

Treatment  outcome  was  analyzed  by  a 2 x 3 x 2 MANOVA.  The  multivariate  statistic  used  was 
the  Hotelling-Lawley  trace  with  accompanying  F tests.  Post  hoc  pairwise  multiple  comparisons 
were  done  by  Fisher's  least  significant  difference  (LSD)  t-tests  wherever  F tests  reached  a .05 
level  of  significance.  The  alpha  level  for  all  statistical  tests  was  set  at  .05.  Of  the  136  patients 
(78  percent)  successfully  contacted  at  followup,  19  percent  were  reportedly  abstinent.  Eight 
patients  died  during  the  course  of  the  study. 


RESULTS 

The  main  effect  on  the  employment  MANOVA  was  statistically  significant,  and  ANOVAs  were  sta- 
tistically significant  for  measures  of  anxiety,  depression,  fatigue,  fine  motor  control,  and  finger 
dexterity.  Fisher's  tests  suggested  a reduction  over  time  for  anxiety,  depression,  fatigue,  and 
psychomotor  test  time  on  both  fine  motor  control  and  finger  dexterity  for  the  employed  subjects; 
the  unemployed  subjects  increased  on  those  measures.  The  employed  group  showed  a significant 
increase  in  energy  from  that  of  the  unemployed. 

A first  order  interaction  for  the  age  x employment  MANOVA  was  statistically  significant,  and 
significant  ANOVAs  were  found  on  measures  of  confusion,  visual  motor  performance,  and  finger 
dexterity.  Significant  Fisher's  tests  on  the  confusion  measure  were  found  between  the  younger 
employed  and  older  employed  groups  and  between  older  employed  and  older  unemployed  groups. 
The  older  employed  alcoholics  showed  a reduction  on  the  confusion  measure  over  time;  younger 
employed  and  especially  older  unemployed  alcoholics  showed  increases.  Only  one  significant  pair- 
wise comparison  was  found  on  the  visual-motor  performance  measure  between  younger  employed 
alcoholics  and  older  employed  alcoholics,  with  the  older  employed  subgroup  showing  improved 
visual-motor  performance.  On  the  finger-dexterity  measure,  younger  unemployed  alcoholics  were 
significantly  different  from  younger  employed  alcoholics,  older  employed  alcoholics,  and  older 
unemployed  alcoholics.  The  younger  unemployed  alcoholics  were  the  only  age/employment  sub- 
group to  show  an  increase  on  psychomotor  test  time  for  finger  dexterity. 


CONCLUSIONS 

Study  results  indicate  that  the  relationship  of  current  age  to  treatment  outcome  was  not  signifi- 
cant from  pretest  to  posttest.  Employment  status  had  both  a significant  main  effect  and  first 
order  interaction  on  treatment  outcome  when  taken  with  age.  Treatment  had  no  significant  effect 
on  mood,  alcohol  consumption,  or  neuropsychological  functioning  either  as  a main  effect  or  in 
interaction  with  age  or  employment  status.  Results  show  that  within  the  context  of  conventional 
alcoholism  outpatient  treatment,  patients  improve  regardless  of  treatment  type  if  little  thought  is 
given  to  matching  patient  and  treatment  variables.  Periodic  visits  to  a physician  appear  to  be 
as  effective  as  drug  treatment  or  multitherapy,  particularly  for  the  employed  alcoholic.  Older 
employed  alcoholics  who  experienced  reduced  confusion  and  improved  visual  motor  performance 
in  short-term  inpatient  treatment  were  able  to  maintain  these  changes  with  prolonged  outpatient 
care. 
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SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  At  1 of  5 residential  treatment  programs 

(public  hospital-based.  Salvation  Army, 
halfway  house,  aversion  conditioning, 
milieu-oriented):  milieu  therapy;  vocational 
rehabilitation;  group  treatment;  ataractic 
medications;  aversion  conditioning 

SAMPLE  TYPE:  Alcoholic  patients 


SAMPLE  SIZE:  429 


SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Mature  adults  (range:  40-50+) ; 
both  sexes  (84  percent  male) 

Not  specified 

Not  specified 

Longitudinal  study;  correlational  study 

Background  Information  Form;  Family  Environment 
Scale;  Work  Environment  Scale 

Not  specified 
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PURPOSE 

Longitudinal  studies  of  alcoholics  traditionally  link  posttreatment  adjustment  to  characteristics 
inherent  in  the  patient.  Exogenous  or  environmental  resources  may  also  affect  treatment  out- 
come. Evidence  indicates  that  alcoholics  in  stable  marital  and/or  work  situations  are  predisposed 
to  more  favorable  adjustment  than  are  alcoholics  without  those  resources. 

This  study  examines  the  role  of  environmental  resources  in  the  posttreatment  adjustment  (drink- 
ing, psychological,  and  social  functioning)  of  alcoholic  patients  who  had  previously  been  treated 
in  residential  alcoholism  programs.  Marital  and  occupational  resources  are  measured  in  terms  of 
their  presence  or  absence,  and  if  present,  the  quality  of  the  social  environment  experienced  by 
the  patients. 


METHODOLOGY 

The  sample  of  429  alcoholic  patients  was  drawn  from  5 residential  alcoholism  programs,  represent- 
ing various  treatment  approaches,  among  them  a Salvation  Army  program  offering  milieu  therapy 
and  vocational  rehabilitation  to  skid  row  alcoholics  and  a public  hospital-based  facility  offering 
group  treatment  and  medications  to  skid  row  and  low-income  patients.  The  other  three  programs 
were  a county-funded  halfway  house  serving  as  a therapeutic  community  for  low-income  alcoholics, 
an  aversion-conditioning  program  treating  middle-class  and  upper  middle-class  patients,  and  a 
milieu-oriented  program  attended  by  middle-class  and  upper  middle-class  patients. 

Data  were  gathered  on  sociodemographics,  employment  status,  alcohol  consumption,  behavioral 
and  physical  impairment,  drinking  problems,  previous  hospitalizations,  social  functioning,  initial 
drinking  problem  (1  month  before  entering  the  program),  and  psychological  well-being.  Followup 
data  were  collected  on  posthospital  functioning,  family  environment  (Family  Environment  Scale), 
and  work  environment  (Work  Environment  Scale). 
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RESULTS 


Patients  who  were  married  or  widowed  at  admission  had  more  positive  outcomes  than  other  groups. 
Alcoholics  employed  during  the  6 months  prior  to  program  admission  had  the  best  posttreatment 
functioning,  and  unemployed  patients  had  the  poorest  performance.  However,  married  and  wid- 
owed alcoholics  as  well  as  employed  patients  had  significantly  healthier  scores  on  only  two  of 
the  four  dependent  variables--on  psychological  well-being  and  on  the  rating  of  drinking  prob- 
lems. 

Demographic  and  alcohol-related  characteristics  were  moderately  correlated  with  posttreatment 
performance.  Alcoholics  functioned  better  when  the  family  environment  was  characterized  by 
higher  levels  of  cohesion  and  moral-religious  emphasis  and  lower  levels  of  control. 

The  suggestion  that  families  in  which  the  wife/mother  is  the  alcoholic  are  more  adversely  affected 
by  the  syndrome  than  families  in  which  the  husband/father  is  the  alcoholic  was  not  supported 
by  this  study.  There  were  no  significant  differences  in  the  family  environments  of  two  matched 
groups,  one  of  which  had  alcoholic  fathers  and  the  other  had  alcoholic  mothers. 

The  most  important  finding  may  have  been  the  different  pattern  of  association  between  percep- 
tions of  work  environment  and  outcome  for  family  and  nonfamily  alcoholics.  Although  no  such 
relationship  was  found  among  married  alcoholics,  among  unmarried  alcoholics  the  more  positively 
the  work  environment  was  perceived  in  terms  of  levels  of  involvement,  peer  cohesion,  staff  sup- 
port, autonomy,  work  pressure,  etc.  , the  better  the  posttreatment  performance.  This  may  be 
explained  by  the  "buffer  hypothesis,"  which  contends  that  the  marital  situation  acts  like  a buffer 
to  improve  the  chances  of  a patient  making  a good  adjustment. 


CONCLUSIONS 

The  study  strongly  supports  the  importance  of  environmental  resources  in  the  treatment  outcome 
of  alcoholics.  Alcoholics  with  stable  marital  and/or  work  situations  at  admission  had  significantly 
better  outcomes  (drinking,  psychological,  and  social)  than  alcoholics  without  those  resources. 

The  quality  of  these  environments  during  the  6-  to  8-month  followup  period  explains,  at  least  in 
part,  the  variability  in  outcome  among  these  patients. 

Since  84  percent  of  the  sample  was  male,  the  results  may  be  generalized  to  male  patients  only. 

An  explanation  of  the  findings  in  general  may  suggest  that  unmarried  and/or  unemployed  alco- 
holics, who  were  more  likely  to  be  indigent,  may  suffer  a poorer  outcome  partly  because  of  the 
stresses  associated  with  lower  class  life. 

The  study  results  extend  the  research  relating  mental  health  to  the  work  environment  and  sug- 
gest that  future  research  on  prognosis  in  relation  to  work  environments  should  first  control  for 
marital  status.  The  data  also  suggest  that  systematic  information  about  work  environment  may 
help  staff  in  community-oriented  treatment  programs  to  better  understand  an  unmarried  alcoholic's 
life  situation  and  set  more  meaningful  treatment  goals.  Finally,  systematic  assessments  of  the 
environment  should  be  as  routine  in  longitudinal  studies  as  assessments  of  personal  characteristics. 
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SUBSTANCES  STUDIED:  Alcohol;  disulfiram;  antianxiety  medications 

and  sedatives;  anticonvulsive  drugs; 
vitamins;  salt  tablets 

TREATMENT  MODE:  At  1 of  5 residential  treatment  programs  (hospital- 

based,  Salvation  Army,  aversion  conditiong, 
milieu-oriented,  halfway  house):  aversion  therapy; 
psychotherapy;  milieu  therapy;  Alcoholics  Anonymous; 
vocational  rehabilitation;  films  and  lectures;  recrea- 
tional activities 

SAMPLE  TYPE:  Alcoholic  patients 


SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 


429 

Not  specified 
Not  specified 


LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Not  specified 
Longitudinal  study 

Background  Information  Form;  Followup 
Information  Form;  Treatment  Experiences  Form 

Not  specified 

24 


PURPOSE 

Most  alcoholics  show  substantial  improvement  in  functioning  after  treatment.  However,  methodolog- 
ical problems  in  longitudinal  studies  have  obscured  the  reasons  behind  treatment  success.  Most 
surveys  have  shown  that  better  initial  levels  of  functioning  are  predictive  of  a more  favorable 
outcome.  Other  studies  have  suggested  that  certain  treatment  program  characteristics  are  respon- 
sible for  treatment  success. 

This  study  examines  the  extent  to  which  posttreatment  adjustment  can  be  predicted  from  an  array 
of  intake  characteristics.  The  research  compares  the  changes  in  different  areas  of  functioning 
among  patients  in  each  of  five  treatment  programs,  shows  the  extent  to  which  initial  sociodemo- 
graphic and  drinking  characteristics  predict  outcome,  reports  the  treatment  program  effects  inde- 
pendent of  background  characteristics,  and  explores  the  prognostic  importance  of  involvement  in 
the  treatment  program  after  initial  background  characteristics  are  taken  into  account. 


METHODOLOGY 

Subjects  included  429  alcoholic  patients  drawn  from  5 different  types  of  treatment  facilities:  Sal- 

vation Army,  hospital-based,  halfway  house,  aversion  conditioning,  and  milieu-oriented.  Sub- 
jects represented  the  entire  range  of  socioeconomic  backgrounds. 

Researchers  administered  a Background  Information  Form  shortly  after  admission.  The  form 
covered  sociodemographics  and  measured  alcohol  consumption,  behavioral  and  physical  impair- 
ment, drinking  patterns,  previous  hospitalizations,  occupational  functioning,  drinking  problems, 
social  functioning,  and  psychological  well-being. 
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A Treatment  Experiences  Form  was  then  completed  by  a staff  member  after  the  patient  left  the 
program.  Thirteen  categories  of  treatment  experiences  were  assessed,  including  the  use  of  anti- 
anxiety medications,  sedatives,  vitamins,  psychotherapy  sessions.  Alcoholics  Anonymous  attend- 
ance, educational  lectures  and  films,  house  meetings,  recreational  activities,  Sunday  worship, 
and  spot  jobs.  Length  of  stay  in  the  program  was  considered  as  a measure  of  motivation  to  par- 
ticipate in  treatment. 

A Followup  Information  Form  was  obtained  from  each  patient  about  6 months  after  discharge. 
The  questions  were  identical  to  those  on  the  Background  Information  Form.  A total  of  429 
patients  completed  the  form,  or  87  percent  of  the  patients  available  for  followup. 


RESULTS 

In  each  program,  patients  improved  significantly  in  most  areas  of  functioning.  The  actual  levels 
of  functioning  at  intake  and  followup  varied  significantly,  with  patients  in  the  aversion- 
conditioning and  milieu-oriented  programs  functioning  at  relatively  higher  levels  both  initially 
and  at  followup  compared  with  the  other  three  programs. 

The  strongest  predictors  of  positive  functioning  in  alcoholics  were  being  married  and  having 
higher  socioeconomic  status.  Lower  levels  of  physical  impairment  and  an  absence  of  previous 
hospitalizations  during  the  3 years  before  admission  were  most  strongly  related  to  favorable  post- 
hospital adjustment.  The  best  prediction  of  each  outcome  measure  was  its  value  at  intake,  with 
the  exception  of  behavioral  impairment. 

Residual  outcome  scores  for  each  individual  indicate  that  patients  in  the  Salvation  Army  did  more 
poorly  than  expected  on  alcoholism  adjustment  and  as  expected  in  occupational,  social,  and  psy- 
chological areas.  Hospital-based  patients  did  worse  in  all  areas  except  occupational  functioning, 
and  halfway  house  patients  scored  lower  on  abstinence,  better  than  expected  on  behavioral 
impairment  and  subjective  rating  of  drinking  problem,  and  equal  to  expectation  on  other  alcohol 
variables.  Halfway  house  patients  had  worse  occupational  functioning  but  better  social  and  psy- 
chological outcomes.  Patients  in  aversion  conditioning  did  better  than  expected  on  abstinence 
and  rehospitalization  and  close  to  expectations  on  other  alcohol  criteria.  Their  occupational  func- 
tioning was  as  expected,  but  their  social  and  psychological  functioning  was  poorer.  Milieu- 
oriented  patients  did  better  than  expected  on  all  outcome  criteria.  Overall,  although  differences 
among  programs  were  significant,  the  contributions  of  programs  to  residual  treatment  outcome 
were  small. 

An  analysis  of  treatment  experiences  as  they  related  to  residual  outcome  criteria  separately  for 
patients  in  each  program  indicates  that  greater  participation  in  psychological  treatment  experiences 
and  the  use  of  the  medication  disulfiram  (Antabuse)  are  associated  with  better  residual  outcome. 
Other  medications,  probably  administered  to  difficult  patients,  are  associated  with  poorer  residual 
outcome.  Longer  length  of  stay  also  seems  to  decrease  the  propensity  for  rehospitalization  during 
the  followup  period,  particularly  in  the  Salvation  Army,  hospital-based,  and  halfway  house  pro- 
grams. 


CONCLUSIONS 

This  study  confirms  the  previous  literature  that  shows  substantial  improvement  in  drinking 
behavior  from  intake  to  followup.  It  found  substantial  improvement  in  occupational  functioning 
and  psychological  well-being  for  patients  in  each  program,  although  there  was  only  moderate 
improvement  in  social  functioning.  Moreover,  the  contribution  of  intake  characteristics  to  better 
prognoses  was  significant,  but  most  variance  in  treatment  outcome  remained  unexplained. 

Although  there  was  evidence  for  different  patterns  of  recovery  among  the  five  programs,  the 
proportion  of  variance  in  residual  outcome  accounted  for  by  differences  among  programs  was  rela- 
tively small.  Sociodemographic  and  premorbid  functioning  characteristics  and  differences  amon  j 
treatment  programs  account  for  a relatively  small  proportion  of  the  variance  in  treatment  outcome. 
Another  source  of  variance  was  within-program  individual  differences  in  treatment  outcome. 
Patients  who  participated  more  actively  tended  to  have  better  than  expected  outcomes.  Moreover, 
data  show  a positive  association  between  disulfiram  and  outcome  for  hospital-based  and  milieu- 
oriented  patients. 
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Overall,  between  20  percent  and  50  percent  of  the  variance  in  treatment  outcome  can  be  accounted 
for  by  sociodemographic  and  premorbid  functioning  characteristics,  differences  between  treatment 
programs,  and  measures  of  patient  participation  in  the  program,  leaving  50  to  80  percent  of  the 
variance  in  treatment  outcome  unexplained.  This  proportion  of  variance  in  outcome  is  somewhat 
higher  than  found  in  comparable  studies. 
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Brown,  J.,  and  Lyons,  J.P.  A progressive  diagnostic  schema  for  alcoholism  with  evidence  of 
clinical  efficacy.  Alcoholism:  Clinical  and  Experimental  Research,  5 ( 1 ) : 1 7—25 , 1981  . 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Not  specified 

SAMPLE  TYPE: 

Individuals  undergoing  treatment  at  New  York  State 
Alcoholism  Rehabilitation  Units  who  reported  drinking 
within  30  days  prior  to  entering  treatment 

SAMPLE  SIZE: 

1 ,251 

SEX/ACE: 

Not  specified 

ETHNICITY: 

Not  specified 

LOCALE: 

New  York  State 

METHODOLOGY: 

Proposed  diagnostic  construct  assessed  using  second- 
ary data  compiled  by  New  York  State  Alcoholism 
Rehabilitation  Units 

INSTRUMENTS  USED: 

Intake  and  2-  and  6-months  posttreatment  followup 
questionnaires 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

14 

PURPOSE 

The  authors  present  a diagnostic  schema  based  on  the  National  Council  on  Alcoholism's  Criteria 
for  the  Diagnosis  of  Alcoholism.  The  NCA  criteria  were  developed  in  1972  as  the  result  of  a 
1968  U.S.  Supreme  Court  case  ( Powel I v.  Texas)  in  which  the  Court  found  the  concept  "alco- 
holism" lacking  in  medical  definition.  A panel  of  experts  convened  by  the  NCA  tackled  this 
definitional  problem  and  developed  a list  of  86  criteria  that  it  felt  were  indicative  of  alcoholism. 
The  criteria  were  divided  into  designations  based  on  whether  they  were  (1)  physiological  or 
psychological  in  nature,  (2)  major  or  minor  in  significance,  and  (3)  of  one  of  three  levels  of 
diagnostic  importance.  While  this  multifaceted  approach  addresses  many  of  the  complexities 
involved  in  defining  alcoholism,  use  of  the  NCA  criteria  results  in  a dichotomous  diagnostic 
process  in  which  a person  is  either  designated  an  alcoholic  or  a nonalcoholic.  It  does  not  allow 
for  gradations.  The  authors  expanded  the  dichotomous  categorization  to  allow  for  a progressive 
diagnostic  schema. 


METHODOLOGY 

Based  on  the  assumption  that  "any  symptom  having  a higher  probability  of  being  associated  with 
alcoholism  would  also  tend  to  be  indicative  of  a more  severe  drinking  problem,"  the  authors 
developed  a mutually  exclusive  five-category  classification  schema,  namely,  (1)  nonalcoholic, 

(2)  potential  problem  drinkers,  (3)  behaviorally  impaired  drinkers,  (4)  physiologically  impaired 
drinkers,  and  (5)  alcoholics. 

The  schema  was  applied  to  the  treatment  records  of  1 ,261  subjects  who  had  taken  part  in  an 
outcome  evaluation  study  of  17  New  York  State  Alcoholism  Rehabilitation  Units.  From  these  data 
30  of  the  86  NCA  criteria  were  found  to  be  constructable.  The  17  Alcoholic  Rehabilitation  Units 
were  also  classified  as  to  whether  they  primarily  had  a rehabilitation  professional  orientation  (use 
psychologists,  social  workers,  etc.,  and  family  and  vocational  therapies),  medical  orientation 
(use  physicians,  nurses,  etc.,  and/or  drug  regimens),  or  a peer  group  orientation  (use  Alco- 
holics Anonymous  or  other  self-help  approaches). 
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RESULTS 


All  but  10  of  the  sample  group  were  classified  as  either  behaviorally  impaired  drinkers  (^  = 243) 
or  alcoholics  (J^  = 998).  Using  analysis  of  covariance  statistical  techniques,  the  data  showed 
that  clients  diagnosed  as  behaviorally  impaired  did  significantly  better  (as  measured  by  aggre- 
gate abstinence  rates)  in  a treatment  unit  or  program  high  in  psychological  orientation,  and  those 
diagnosed  as  alcoholics  did  nominally  better  in  medically  oriented  therapy. 


CONCLUSIONS 

The  diagnostic  schema  based  on  the  NCA  criteria  was  found  to  be  highly  sensitive  to  alcohol- 
ism. The  proposed  advantages  of  the  schema  over  the  original  dichotomous  approach  are  that 
it  (1)  delineates  the  nature  of  the  drinking  problem,  (2)  permits  the  determination  of  impair- 
ment severity,  and  (3)  supplies  clinically  relevant  information  in  terms  of  differential  treatment 
prescription.  The  authors  also  suggest  that  the  use  of  this  schema  in  longitudinal  studies  may 
shed  significant  light  on  the  progression  theory  of  alcoholism. 
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Cannon,  D.S.;  Baker,  T.B.;  and  VVehl,  C.K.  Emetic  and  electric  shock  alcohol  aversion  therapy: 
Six-  and  twelve-month  follow-up.  Journal  of  Consulting  and  Clinical  Psychology,  49(3) :360- 
368,  1981. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Emetic  and  electric  shock  alcohol  aversion  therapy 
Chronic  alcoholic  inpatients  who  were  veterans 
20 

Males;  ages  not  specified 

Not  specified 

Salt  Lake  City,  Utah 

Comparative  study;  longitudinal  study 

Interviews;  laboratory  examinations 

Not  specified 
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PURPOSE 

Cannon  and  Baker  (1981),  when  comparing  an  emetic  with  a shock  unconditioned  stimulus  (UCS), 
found  evidence  of  alcohol  aversions  following  emetic  therapy  but  not  after  shock  therapy.  In 
posttreatment  inpatient  comparisons  with  control  subjects  and  subjects  receiving  shock  aversion 
therapy,  the  emetic  group  showed  decreased  alcohol  consumption  and  sip  volume  and  increased 
negative  ratings  of  alcohol,  increased  heart  rate  responses  to  alcohol,  and  more  overt  behavioral 
indicants  of  alcohol  aversions.  Here,  analysis  of  data  from  6-month  and  12-month  followups  in 
the  Cannon  and  Baker  study  is  conducted  to  determine  any  intergroup  differences  as  well  as 
relationships  between  inpatient  responses  to  alcohol  and  followup  status. 


METHODOLOGY 

Subjects  were  20  male,  chronic  alcoholic  volunteers,  inpatients  of  the  Salt  Lake  Veterans  Adminis- 
tration Medical  Center  Alcohol  Dependence  Treatment  Program  (ADTP)  in  Salt  Lake  City,  Utah. 
Randomly  assigned  to  three  groups  (seven  subjects  to  emetic  aversion  therapy;  seven  to  shock 
aversion  therapy;  and  six  to  control,  which  received  no  aversion  therapy),  subjects  received 
various  treatment  regimens.  The  emetic  subjects  underwent  five  sessions  in  which  they  taste  I 
a variety  of  alcoholic  flavors  that  were  paired  with  nausea  and  vomiting.  Shock  subjects  attended 
10  sessions,  in  each  of  which  30  escape  trials  were  programed  using  a variety  of  alcoholic  fin.  h . 
and  variable  intensity  shocks.  Control  subjects  received  aversion  assessment  procedures  nut  1 
aversion  therapy.  Subjects  also  participated  in  ADTP's  multifaceted  inpatient  treatment  ,.ri,jr.i . 

Aversion  assessment  involved  both  pretreatment  and  posttreatment  psychophysiolojic  il  .m  i 1 > : - 
test  sessions.  Subjects'  heart  rates  and  skin  conductance  responses  (SCR)  were  recordt  i 
they  were  administered  small  amounts  of  alcohol  squirted  into  subjects'  mouths.  Resist. m • 
recorded  directly  from  two  active  sites  but  was  converted  to  SCR  for  data  presentatim i .m  , , - 

ysis. 

In  taste  sessions,  subjects  ingested  alcoholic  beverages  (unaware  that  the  amount  ii 
consumed  was  assessed)  and  rated  them  on  bipolar  adjective  scales  (positive  .m  i m jvi.. 
tives).  A 4-point  Likert  Scale  was  used  to  describe  negative  adjective  ratings  )f  >l< 


49 


Subjects  were  followed  up  regularly,  and  collateral  information  sources  were  used  to  verify  sub- 
ject self-reports.  The  mean  number  of  followup  interviews  over  the  year  was  8.2  per  subject; 
the  mean  number  of  interviews  with  family  or  friends  during  the  followup  interval  was  2.75  per 
subject. 


RESULTS 

Data  on  abstinence  for  the  subjects  for  the  6 months  preceding  hospitalization  were  collected  and 
used  as  covariates  in  analysis  of  treatment  effects  to  adjust  posttreatment  data.  Multiple  regres- 
sion of  variance  on  abstinence  scores  yielded  a correlation  coefficient  of  .34.  The  overall  group 
effect  was  significant,  but  individual  orthogonal  scores  merely  approached  significance.  Con- 
siderable evidence  suggested  that  flavor-illness  pairings  produced  strong  and  persistent  flavor 
avoidance.  Because  of  this,  it  was  hypothesized  that  emetic  subjects  would  achieve  higher  absti- 
nence rates  than  shock  and  control  subjects.  Planned  orthogonal  contrasts  compared  the  perform- 
ance of  emetic  subjects  with  shock  and  control  groups  combined  and  then  contrasted  the  shock 
and  control  groups.  At  point  of  entry  into  the  regression  equation  (model  1),  covariate  adjusted 
abstinence  scores  were  significantly  lower  for  shock  and  control  subjects,  who  did  not  differ 
from  each  other,  than  for  emetic  subjects.  Emetic  subjects  returned  for  a mean  of  2.29  booster 
sessions;  shock  subjects  returned  for  1.57.  Only  one  subject,  emetic,  returned  for  all  five 
booster  sessions. 

During  the  first  year,  emetic  and  control  subjects  achieved  high  rates  of  abstinence.  Multiple 
regression  analysis  of  variance  showed  a significant  group  effect,  as  emetic  and  control  groups 
both  differed  from  shock  subjects.  When  a multiple  regression  analysis  of  covariance  was  com- 
puted on  the  first  year's  followup  data,  again  with  pretreatment  abstinence  rate  serving  as  the 
covariate,  the  zero  order  correlation  between  the  covariate  and  1-year  abstinence  rates  was  .34. 
There  was  a significant  overall  group  effect.  However,  the  a priori  contrast  between  emetic  sub- 
jects and  control  and  shock  subjects  merely  approached  significance.  The  second  orthogonal 
contrast  showed  controls  differing  significantly  from  shock  subjects.  Covariate-adjusted  absti- 
nence scores  of  emetic  subjects  also  differed  from  those  of  shock  subjects. 

Inpatient  assessment  sessions  measures  show  subjects'  heart  rate  responses  (HRRs)  to  alcoholic 
flavors  to  be  predictive  across  subjects.  When  followup  status  was  separately  regressed  on  the 
posttreatment  mean  of  individual  subject  measures,  data  revealed  that  during  the  first  6 months 
after  treatment,  high  abstinence  rates  were  associated  with  reductions  in  alcohol  intake  in  inpa- 
tient assessments,  as  well  as  with  increases  in  both  negative  rates  of  alcohol  and  HRRs  to  alcohol. 
However,  such  relationships  generally  decreased  over  the  second  6 months  posttreatment.  When 
group  membership,  inpatient  HRR,  SCR,  intake,  and  attitudinal  ratings  were  entered  in  a step- 
wise regression  equation  with  a pC.10  inclusion  criterion,  only  HRR  and  group  membership 
achieved  inclusion.  HRR  to  alcoholic  flavors  was  predictive  of  abstinence  across  all  subjects, 
yet  the  relationship's  correspondence  to  experimental  treatment  is  unclear.  To  explore  this,  6- 
and  12-month  abstinence  data  were  regressed  on  the  interaction  between  group  membership  and 
HRR.  No  significant  interaction  occurred  at  either  followup  mark.  All  significant  intergroup 
contrasts  disappeared  when  pretreatment  and  posttreatment  HRR  scores  were  used  as  covariates 
for  the  orthogonal  comparisons.  This  was  not  true  when  other  covariates  were  used,  suggesting 
that  group  membership  and  HRR  data  were  redundant.  When  12-month  abstinence  rates  were 
hierarchically  regressed  on  each  inpatient  index  ( i . e . , HRR,  SCR,  intake,  and  attitudes)  along 
with  group  membership  coding,  HRR  and  attitude  indices  were  the  the  most  accurate  predictors. 

In  both  cases,  the  regression  equations  contained  only  pretreatment  index  scores,  posttreatment 
index  scores,  and  group  membership  coding. 


CONCLUSIONS 

The  study  findings  suggest  that  emetic  aversion  therapy  could  successfully  supplement  clinical 
success  by  broad  spectrum  alcoholism  therapy  programs,  at  least  during  the  first  6 months  post- 
treatment. Yet,  since  samples  were  small,  results  must  be  interpreted  cautiously.  Analysis  of 
inpatient  measures  of  response  to  alcohol  suggests  that  followup  abstinence  was  related  to  reduced 
alcohol  intake  in  taste  tests,  increased  negative  ratings  of  alcohol  flavors,  and  increases  in  HRRs 
to  alcohol  flavors.  In  general,  these  relationships  held  for  all  subjects  since  they  did  not  inter- 
act significantly  with  group  membership. 
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Chaney,  E.F.;  O'Leary,  M.R.;  and  Marlatt,  C.A.  Skill  training  with  alcoholics.  Journal  of  Con- 
sulting and  Clinical  Psychology,  46(5 ): 1 092-1 1 04,  1978. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 
SEX/AGE: 


Skill  training;  detoxification;  inpatient  abstinence- 
oriented  group  therapy  and  videotaped  replay; 
therapeutic  community  groups;  education-oriented 
lectures  and  films;  outpatient  day  program; 
weekly  aftercare  group;  halfway  house;  couples 
group 

Hospital  inpatients  (veterans) 

40  (15  experimental,  25  control) 

Male;  mean  age:  45.6 


ETHNICITY:  White;  black;  Native  American 

LOCALE:  Seattle,  Washington 


METHODOLOGY:  Comparative  study 

INSTRUMENTS  USED:  Interviews;  Situational  Competency  Test;  Situa- 

tional Difficulty  Questionnaire;  Hollingshead 
Index;  Shipley  Institute  of  Living  Scale; 
Drinking  Profile 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  36 


PURPOSE 

The  study  explores  two  issues:  (1)  the  effect  of  skill  training  on  problem  drinkers'  effective- 

ness in  responding  to  stressful  situations  and  (2)  the  influence  of  an  improvement  in  psychosocial 
problem  solving  on  the  subsequent  occurrence  of  problem  drinking  behavior.  The  study  follows 
Maiiatt's  (1978)  categorization  of  relapse  situations  of  male  alcoholics  following  aversion- 
conditioning therapy.  Marlatt  reliably  assigned  relapse  situations  to  these  types:  frustration 

and  inability  to  repress  anger  (29  percent);  inability  to  resist  social  pressure  to  drink  (23  per- 
cent); intrapersonal  negative  emotional  state  (10  percent);  inability  to  resist  intrapersonal  tempta- 
tions to  drink  (21  percent);  and  other,  or  no  response  (17  percent).  In  this  study,  training 
situations  used  were  balanced  among  the  first  four  categories. 


METHODOLOGY 

Forty  male  patients  in  the  Seattle  Veteran's  Administration  Alcoholics  Treatment  Program  : 
were  randomly  assigned  to  one  of  three  groups:  experimental  skill  training  (f[  = 15),  dis 

control  (N[  = 13),  or  no  additional  treatment  control  (J^  = 12).  Subjects,  mean  age  45.4,  inclu  :•  . 
2 black  men  and  1 Native  American.  The  subjects  acknowledged  an  average  of  17  years  of  pr - ■ 
lem  drinking.  The  mean  number  of  years  of  education  was  12.3;  average  total  inontiik  m . , 
prior  to  hospitalization  was  $335  . The  program  was  intensive  and  abstinence  oriented,  r 

emphasis  on  group  therapy.  After  an  inpatient  phase  consisting  of  detoxification,  2 -week  .m  — 
tion,  and  an  additional  2 weeks  of  treatment,  there  was  a 4-week  day  program  and  a l 
weekly  aftercare  group. 

The  experimental  skill-training  group  used  modeling,  role  playing,  and  coaching  mi,,, 
work  through  the  problem  solving  steps  of  problem  definition  and  learning  and  ( ,id 
eration  of  alternatives,  and  decisionmaking.  Optimal  alternatives  were  rehearsed.  ' • 
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control  group  only  talked  about  the  same  situations  that  the  experimental  group  practiced  solving. 
A second  control  group  received  no  additional  training  beyond  the  regular  treatment  regimens. 

A verbal  role  playing  measure  of  responses  to  situations  associated  with  drinking  behavior  and 
relapse,  the  Situational  Competency  Test  (SCT),  was  used  to  assess  training  effects.  The  sub- 
jects also  received  a structured  followup  interview  at  1-,  3-,  6-,  and  12-month  intervals  following 
discharge. 


RESULTS 

The  SCT  scored  four  variables — latency,  duration,  noncompliance,  and  specification;  these  were 
intercorrelated  for  the  preadministration , exit,  and  3-month  postadministration  to  identify  the 
extent  of  the  independence  of  derived  measures.  Results  indicated  that  the  four  SCT  measures 
were  independent,  with  two  notable  exceptions.  Noncompliance  always  was  related  positively  to 
specification  of  new  behavior,  and  at  exit,  duration  of  response  was  positively  related  to  speci- 
fication of  new  behavior.  This  indicates  that  longer  responses  were  likely  to  specify  concrete 
behavior  for  most  subjects  only  at  the  end  of  the  inpatient  phase  of  the  treatment  program. 

No  significant  pretreatment  group  differences  occurred  on  the  four  dependent  SCT-derived  meas- 
ures. For  duration  of  response,  the  group  main  effect  was  significant.  At  immediate  retest, 
the  skill-training  group  had  a significantly  longer  duration  of  response  than  the  discussion  and 
control  group.  However,  by  the  3-month  posttest,  these  differences  had  diminished.  In  addition, 
a new  training  effect  occurred,  with  the  group  main  effect  significant.  The  skill-training  group 
performed  significantly  better  on  exit  testing  than  did  both  the  discussion  and  control  groups. 

No  significant  differences  on  the  latency  of  noncompliance  measures  could  be  attributed  to  train- 
ing. 

In  regard  to  drinking  behavior  and  social  adjustment,  results  indicated  that  the  skill  training 
and  control  groups  were  significantly  different  on  three  of  five  measures:  days  drunk,  total  num- 
ber of  drinks,  and  average  drinking  period  length.  In  the  followup  year,  the  skill-training 
group  had  an  average  number  of  days  drunk  one-sixth  that  of  the  pooled  control  group,  drank 
one-fourth  as  much,  and  had  an  average  drinking  period  less  than  one-eighth  as  long.  Twenty- 
five  subjects  (10  in  skills  training,  6 in  discussion,  and  9 control)  reported  a total  of  55  relapses. 
The  number  of  relapses  for  the  subject  groups  did  not  differ  significantly.  Most  relapses  were 
of  the  negative  emotional  type  (43  percent),  as  opposed  to  interpersonal  temptation  (17  percent), 
frustration  and  anger,  and  intrapersonal  temptation  (both  15.5  percent). 

When  the  ability  of  the  SCT  to  predict  posttreatment  drinking  behavior  and  social  adjustment 
was  explored  using  a multiple  regression  approach  incorporating  drinking  history  and  demographic 
measures,  SCT  latency  measures  were  found  to  be  comparable  or  superior  to  most  highly  related 
demographic  and  drinking  history  measures.  The  test  involved  entering  three  measures  most 
highly  related  to  each  outcome  index  into  a stepwise  regression  analysis  along  with  the  SCT  exit 
measures:  latency,  duration,  and  specification  of  behavior.  The  results  show  that,  for  example, 

for  days  abstinent,  latency  of  response  to  problematic  situation  accounted  for  53  percent  of  the 
variance.  The  latency  measure  still  contributed  significantly  for  days  employed  and  average 
drinking  period  length.  Thus,  a relationship  is  established  between  ability  to  respond  to  prob- 
lematic drinking-related  situations  on  a role  playing  instrument  and  actual  drinking-related  behav- 
ioral functioning  following  treatment. 


CONCLUSIONS 

This  skill-training  method  deals  with  the  client  as  one  who  can  learn  coping  skills.  Problem 
drinkers  can  improve  their  responses  to  situations  presenting  high  risks  of  relapse  through  train- 
ing. Since  the  training  focused  on  problem  solving,  not  responses  to  situations,  the  intervention 
was  able  to  produce  longer  and  more  appropriate  verbal  behavior  in  the  face  of  novel  problem 
situations.  This  suggests  generalization  occurred. 

Subjects  with  shorter  response  latencies  to  role-played  problematic  drinking  problem  situations 
were  employed  more  and  had  more  regular  aftercare  attendance  following  treatment. 

Skill  training  alone,  although  a potentially  effective  component  of  multimodal  treatment,  most  likely 
would  not  prove  sufficient  treatment  for  a rather  socioeconomically  and  cognitively  impaired  popu- 
lation such  as  the  one  studied  here.  The  treatment  strategy  evaluated  here  included  the  training 
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or  problem  solving  skills  as  well  as  behavioral  rehearsals  of  specific  response  (the  verification 
phase).  Determining  which  of  the  techniques  used  was  most  responsible  for  change  requires 
further  investigation,  along  with  research  on  the  characteristics  and  prevention  of  relapse  in 
various  problem  areas.  This  study,  in  combination  with  Marlatt  and  Cordon's  recent  results  (in 
press),  suggests  that  different  client  populations  find  different  types  of  relapse  situations  most 
problematic.  A reliable  taxonomy  of  relapse  situations  related  to  the  characteristics  of  different 
client  populations,  together  with  further  refinement  of  skill-training  procedures,  would  facilitate 
the  effort  to  match  the  treatment  to  the  person. 


53 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Hospitalization;  disulfiram;  milieu  therapy; 
counseling;  behavior  modification;  aftercare 

2-year  followup  studies 

23  evaluation  studies;  5,833  alcoholics 

Alcoholics 

Not  specified 

Cross-sectional 

Comparative  study;  multivariate  analysis 
Not  applicable 
1952-72 
26 


PURPOSE 

In  a 1975  report,  Costello  collated  findings  from  58  studies  reporting  1-year  followup  results  of 
evaluations  of  alcoholism  treatment  efforts.  He  clustered  studies  empirically  into  five  groups  to 
generate  hypotheses  about  the  descriptions  of  good  and  poorer  programs  by  discovering  patterns 
across  studies  within  groups.  Seven  characteristics  distinguished  the  more  successful  treatment 
programs  from  the  less  successful  ones:  the  common  use  of  client  screening  to  exclude  poor 

prognostic  cases,  an  inpatient  stay,  disulfiram  (Antabuse),  a milieu  philosophy,  collateral  counsel- 
ing with  significant  others,  behavior  modification  with  immediate  feedback  and  active  involvement 
of  client,  and  aggressive  outpatient  followup  or  aftercare. 

This  study  built  on  the  previous  one  by  using  a similar  technique  to  examine  23  evaluations  that 
reported  outcome  results  for  a 2-year  posttreatment  interval.  The  reliability  of  the  conclusions 
of  the  previous  study  were  tested. 


METHODOLOGY 

The  23  evaluation  studies  examined  were  reported  in  professional  journals  between  1 952  and  1 972. 
Four  outcome  indices  were  used  to  describe  each  study:  percentage  of  cohort  reported  dead, 

percentage  of  cohort  identified  as  drinking  with  an  associated  problem,  percentage  of  cohort  sober 
or  drinking  with  no  associated  problem,  and  percentage  of  cohort  lost  to  followup.  The  studies 
were  grouped  according  to  outcome  success  using  a cluster  analytic  technique.  The  1 975  conclu- 
sions were  tested  using  a density  quotient,  which  represented  the  proportion  of  studies  in  each 
group  having  each  of  the  characteristics  associated  in  the  earlier  study  with  more  successful 
outcomes. 


RESULTS 

The  studies  included  a total  of  5,833  alcoholics.  Of  these,  155  (3  percent)  were  dead;  2,490 
(43  percent)  were  still  drinking  with  an  associated  problem;  2,070  (35  percent)  were  successful 
in  moderating  or  ending  drinking;  and  1,118  (19  percent)  were  lost  to  followup.  The  effective 
programs  more  often  reported  using  a milieu  treatment  philosophy  within  a mainly  medical  initial 
inpatient  stay.  They  also  tended  to  use  aggressive  outpatient  units  that  emphasized  continuity 
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of  care;  staff  members  made  frequent  visits  to  relatives,  employers,  or  spouses  rather  than  wait- 
ing in  their  offices  for  clients  to  become  "motivated."  They  also  tended  to  use  disulfiram  and 
gave  it  in  an  atmosphere  of  high  positive  expectations  for  the  clients.  The  more  successful  pro- 
grams also  were  more  likely  to  use  behavior  modification  for  selected  cases  to  supplement  verbal 
counseling.  Although  the  less  effective  programs  often  used  an  initial  inpatient  stay,  they  almost 
never  used  a milieu  philosophy.  In  addition,  counselors  waited  in  offices  for  clients  and  seldom 
provided  indirect  services  by  counseling  with  significant  others  who  were  associated  with  the 
clients.  Only  one  of  the  nine  ineffective  programs  used  behavior  modification  and/or  disulfiram. 


CONCLUSIONS 

The  conclusions  reached  in  the  earlier  study  were  generally  supported.  The  findings  also  pro- 
duced a set  of  baselines  against  which  new  measurements  can  be  made.  To  warrant  continued 
operation,  treatment  programs  aimed  at  alcoholics  who  are  derelict  or  who  have  poor  prognoses 
should  try  to  meet  a minimum  1-year  baseline  effectiveness  measure  of  0 percent  dead,  60  percent 
problem,  12  percent  success,  and  28  percent  lost.  At  2 years,  programs  should  meet  a minimum 
baseline  of  7 percent  dead,  54  percent  problem,  11  percent  success,  and  28  percent  lost.  The 
best  1-year  baseline  was  1 percent  dead,  44  percent  problem,  45  percent  success,  and  10  percent 
lost,  while  the  best  2-year  baseline  was  2 percent  dead,  45  percent  problem,  46  percent  success, 
and  7 percent  lost. 

Different  measuring  tasks  should  use  different  baselines,  since  no  one  baseline  is  suitable  for 
all  measuring  tasks.  The  best  outcomes  occur  when  clients  with  relatively  better  prognoses  are 
matched  with  programs  with  broad  treatment  resources. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Clinical  programs  consisting  of  aftercare  and 
one  or  more  of  the  following:  outreach, 

emergency  services,  inpatient  treatment, 
and  outpatient  treatment 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Literature  review 

Not  applicable 

Not  specified 

23 


PURPOSE 

Using  the  popular  estimate  of  7 percent  for  the  rate  of  alcoholism,  the  United  States  may  have 
some  15  million  alcoholics,  with  some  95  to  75  million  additional  people  affected  by  contact  with 
alcohol  abusers.  Alcoholism  may  produce  greater  costs  to  society  than  any  other  public  health 
problem,  since  its  effects  are  not  only  medical  and  physical,  but  also  psychological,  spiritual, 
social,  vocational,  and  legal.  Coordinated  Federal  efforts  to  deal  with  the  program  began  in  1970, 
but  in  1980,  the  demand  for  accountability  caused  programs  to  be  shut  down  because  their  effec- 
tiveness had  not  been  demonstrated.  Among  those  were  comprehensive  alcohol  treatment  programs, 
which  provide  direct  and  indirect  services,  and  short-term  and  long-term  care. 

Although  evaluation  is  crucial  to  continued  growth  and  development,  the  methods  and  logistics 
of  evaluation  of  such  programs  are  primitive.  This  paper  uses  a historical  perspective  to  examine 
evaluations  of  alcoholism  treatment  programs  over  the  last  30  years.  A total  of  80  reports  are 
considered . 


SUMMARY 

A clinical  treatment  program  is  a complex  of  component  interventions  organized  to  provide  a con- 
tinuum of  care  in  multiple  settings.  The  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH) 
manual  defines  a complex  of  six  clinical  component  interventions:  outreach,  emergency  services, 

inpatient,  intermediate,  outpatient,  and  aftercare. 


Aftercare  Component 

According  to  the  JCAH  manual,  aftercare  is  necessary  but  not  sufficient  to  constitute  a program. 
Any  one  or  more  of  the  remaining  five  components,  when  added  to  aftercare,  qualifies  the  pro- 
gram for  a JCAH  review.  It  is  difficult  to  determine  from  the  manual  what  types  of  services 
constitute  aftercare,  although  a followup,  follow-through,  reinforcement,  or  booster  system  to 
enhance  the  maintenance  of  therapeutic  gains  is  implied.  Of  the  80  studies  examined,  39  reported 
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aftercare  services  or  were  considered  to  have  had  such  services.  The  nature  and  extent  of 
aftercare  services  varied  widely.  The  preponderance  of  available  evidence  is  that  aftercare  is 
essential  to  treatment  programing  and  is  the  standard  on  which  a treatment  program  must  first 
be  evaluated.  Measurement  of  the  adequacy  of  this  program  component  will  indirectly  provide  a 
projective  measure  of  long-term  outcome.  The  proper  dependent  variable  in  studies  of  aftercare 
is  the  erosion  of  gain  over  time.  A proper  experimental  model  with  relevant  and  valid  outcome 
criteria  must  be  chosen  before  adequate  evaluation  of  the  component  can  proceed. 


Inpatient  and  Intermediate  Components 

The  JCAH  manual  defines  inpatient  care  as  care  designed  for  medical  supervision  of  diagnosis 
and  treatment  of  illnesses  associated  with  alcohol  abuse.  Intermediate  care  is  rehabilitative  and 
work-oriented.  Although  the  intended  distinction  is  obvious,  program  evaluation  has  usually 
blurred  the  distinction,  with  a trend  toward  minimizing  the  importance  of  inpatient  care.  As  a 
result,  long-term  outcome,  particularly  regarding  alcohol  abuse,  has  been  the  preferred  criterion 
on  which  to  evaluate  the  merit  of  therapeutic  programs.  However,  they  should  be  evaluated 
regarding  their  ability  to  make  accurate  diagnoses  and  to  give  effective  treatments  of  medical  or 
psychiatric  illnesses  associated  with  alcohol  abuse.  Operative  evaluative  criteria  are  needed  to 
fit  the  type  of  care  being  administered. 

Three  basic  findings  from  evaluations  of  programs  are  the  heterogeneity  of  alcoholics,  the  use 
of  outpatient  care  by  a very  limited  subgroup  of  alcohol  abusers,  and  the  necessity  of  medical 
and  residential  units  for  comprehensive  care.  The  importance  of  the  length  of  treatment  to 
social  stability  and  the  need  for  intensive,  specialized,  group-oriented  treatment  have  also  been 
reported  frequently.  Inpatient  components  of  treatment  must  be  supervised  by  medical  specialists 
and  must  be  evaluated  using  acute,  symptomatic  criteria,  whereas  intermediate  components  prob- 
ably should  not  be  hospital-based  and  should  be  evaluated  in  terms  of  long-term  rehabilitation 
criteria. 


Emergency  Services  Component 

The  emergency  services  component  is  designed  for  medical  evaluation  and  treatment  of  acute  medi- 
cal illnesses  associated  with  alcoholism,  mainly  acute  alcohol  intoxication.  Thus,  the  standard  of 
proof  of  effectiveness  is  much  different  than  that  for  long-term  care  components.  However, 
Canadian  studies  have  tended  to  evaluate  detoxification  programs  basically  using  long-term  out- 
come, a standard  more  appropriate  for  intermediate  care.  A new  series  of  Canadian  studies 
recommends  that  humanitarian  and  custodial  concerns,  rather  than  long-term  outcome,  be  used 
to  evaluate  outcome.  These  studies  show  the  critical  importance  of  clarity  of  objectives  and 
relevance  of  outcome  criteria  to  appropriate  evaluation. 


Outpatient  Component 

The  JCAH  manual  does  not  define  the  treatment  phase  for  outpatient  care  in  precise  time.  Only 
32  of  the  80  source  studies  reported  the  availability  of  an  outpatient  component.  Many  studies 
were  unclear  about  whether  the  outpatient  care  component  was  a primary  care  modality.  Tin 
point  at  which  primary  outpatient  care  became  aftercare  was  also  unclear  in  the  three  studies 
for  which  these  were  the  only  program  components.  Assignment  to  outpatient  care  frequentl-, 
occurs  by  default.  When  treatment  begins  to  go  awry,  the  case  is  usually  lost.  The  literature 
generally  lacks  effort  criteria  to  assess  the  course  of  outpatient  treatment  and  reassignment  to 
more  appropriate  modes  of  care,  except  in  the  case  of  blatant  intoxication.  Studies  of  the  nr  - 
cipitants  of  relapse  are  needed  for  proper  evaluation  of  the  adequacy  of  care.  Documentation 
and  reporting  on  the  management  of  critical  situations  by  the  treatment  team  are  not  avail. ibk  . 


Outreach  Component 

Although  none  of  the  80  studies  reported  an  outreach  component,  each  must  deal  with  this  i 
because  it  entails  identifying  eligible  persons  and  helping  them  enter  the  system.  Man,  ■•{fort 
have  focused  on  clearly  identifying  the  presence  or  absence  of  alcoholism.  Fro;.  .. 
perspective,  it  may  be  important  to  assess  if  various  components  of  care  differ  m « • f f . ' . 
when  evaluated  with  regard  to  case  diagnosis.  For  entry  into  treatment,  percent.!  .• 
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accepting  treatment  and  percentage  completing  referral  to  appropriate  dispositional  resources  are 
important  performance  criteria. 


Management 

The  JCAH  manual  requires  that  each  alcohol  treatment  program  have  an  appropriate  management 
system.  The  six  mandates  of  the  manual  regarding  management  are  all  subject  to  evaluative 
scrutiny . 


CONCLUSIONS 

Although  the  most  common  evaluative  strategy  has  followed  the  experimental  model,  problems  of 
randomization  and  experimental  control  of  extraneous  variables  make  a quasi-experimental  approach 
more  appropriate.  A shift  to  a process-of-care  model  to  replace  an  experimental  model  would 
result  in  primary  emphasis  on  quality  assurance.  This  would  permit  evaluative  questions  to  be 
asked  with  more  precision  and  data  to  be  collected  in  such  a way  that  answers  will  be  less  equiv- 
ocal. The  use  of  different  outcome  criteria  for  different  program  components  will  be  critical, 
particularly  in  the  context  of  the  new  evaluation  methodology  of  quality  assurance. 
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SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 
SEX/ACE: 
ETHNICITY: 


At  1 of  5 residential  programs  (Salvation  Army, 
public  hospital,  halfway  house,  milieu-oriented, 
and  aversion  conditioning):  Alcoholics  Anonymous; 
therapy;  lectures  and  films;  aversion  conditioning; 
disulfiram;  group  activities;  skill  training;  and 
others 

Patients  treated  for  alcoholism 
120 

73  percent  over  40  years;  94  male,  26  female 
White;  nonwhite 


Not  specified 

Multivariate  analysis;  longitudinal  study 


LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Background  Information 
ences  Form;  Health  and 
Environment  Scale 

Not  specified 

45 


Form;  Treatment  Experi- 
Daily  Living  Form;  Family 


PURPOSE 

Typically,  there  has  been  a focus  in  longitudinal  studies  of  alcoholic  patients  on  the  effects  of 
patient  characteristics  and  treatment  variations  on  outcome.  Other  studies  have  focused  on  post- 
treatment factors,  such  as  environmental  resources  and  coping  skills.  Overall,  the  importance 
of  posttreatment  factors  in  the  recovery  of  alcoholic  patients  has  been  recognized,  but  their  rela- 
tionships to  outcome  and  to  pretreatment  variables  need  further  clarification.  The  purpose  of 
this  project  was  to  develop  and  estimate  a conceptual  model  for  examining  the  following:  (a)  the 

interrelationships  among  patient  characteristics,  treatment  experiences,  posttreatment  factors, 
and  outcome;  (b)  the  relative  importance  of  posttreatment  factors  compared  with  patient-related 
and  treatment-related  variables  in  predicting  outcome;  and  (c)  how  treatment  is  related  to  post- 
treatment factors,  and  in  turn,  the  mediating  effects  of  posttreatment  experiences ‘between  treat- 
ment and  outcome  or  between  patient  characteristics  and  outcome. 


METHODOLOGY 

The  conceptual  framework  encompassed  patient-related  characteristics  (sociodemographic  char.m- 
teristics  and  pretreatment  symptoms),  treatment  experiences,  and  posttreatment  factors  (life 
change  events,  coping  responses,  and  environmental  resources). 

The  120  subjects  were  drawn  from  a larger  sample  of  429  patients  who  were  treated  for  alcoholism 
at  1 of  5 residential  programs.  This  overall  subsample  of  120  alcoholic  patients  included  88  hus- 
bands, 25  wives,  and  7 other  adult  family  members.  The  120  patients  were  drawn  from  5 pro- 
grams as  follows:  10 — Salvation  Army;  15 — public  hospital  unit;  5 — halfway  house; 

58 — milieu-oriented  facility;  and  32 — aversion  conditioning  program.  The  patients  tendon  '<>  : 
middle-aged  (73  percent  were  over  40  years  of  age);  white  (88  percent);  and  educated  i ■ . i 
high  school  (64  percent).  During  the  month  before  entry  into  a program,  most  paten:, 
percent)  reported  daily  drinking,  with  a mean  alcohol  consumption  of  14.2  ounce  - of  cdii.nmi. 
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Most  of  the  data  were  collected  by  questionnaire.  A Background  Information  Form  was  adminis- 
tered to  patients  shortly  after  admission  to  a program.  It  measured  social  background  (age, 
marital  status,  ethnicity,  and  education).  This  form  also  measured  alcohol  consumption,  absti- 
nence, depression,  and  occupational  functioning  for  the  month  preceding  entry  into  a program. 

A Treatment  Experiences  Form  was  filled  out  by  a staff  member  after  a patient  left  a program. 
The  treatment  experiences  offered  were  Alcoholics  Anonymous  (AA)  sessions;  group,  individual, 
and  family  therapy;  lectures  and  films;  aversion  conditioning;  disulfiram  (Antabuse);  vitamins; 
exercise;  other  group  sessions;  and  three  types  of  aftercare.  Posttreatment  experiences  were 
measured  by  a Health  and  Daily  Living  Form  and  the  Family  Environment  Scale  filled  out  by  the 
patient  and  a significant  other  approximately  2 years  after  treatment.  Stressors,  coping 
responses,  and  family  environment  were  considered  posttreatment  experiences.  Treatment  outcome 
was  measured  from  the  Health  and  Daily  Living  Form.  Variables  for  outcome  corresponded  to 
intake  symptoms:  alcohol  consumption,  abstinence  during  the  month  prior  to  the  2-year  followup, 

depression,  and  occupational  functioning. 

By  using  path  analysis  with  recursive  models,  it  was  possible  to  calculate  the  direct,  indirect, 
and  total  effects  of  each  variable  on  the  other  variables  in  the  model. 


RESULTS 

Three  sets  of  results  are  presented.  First,  the  interrelationships  among  patient,  treatment,  and 
posttreatment  factors  are  discussed.  It  was  inferred  that  patients  who  report  more  depression 
at  the  time  of  entry  into  a program  are  more  likely  to  experience  stressful  situations  after  treat- 
ment than  are  less  depressed  patients.  Results  also  suggested  a slight  negative  relationship 
between  amount  of  treatment  and  the  occurrence  of  stressful  situations.  Results  implied  that 
the  use  of  effective  coping  mechanisms  is  most  strongly  associated  with  a "higher"  level  of  social 
background  and  is  less  strongly  associated  with  intake  symptoms,  treatment,  or  stressors.  Both 
stressors  and  coping  responses  have  strong,  significant  effects  on  a patient's  perceptions  of  the 
family. 

Second,  the  direct,  indirect,  and  total  effects  of  patient-,  treatment-,  and  posttreatment-related 
variables  on  outcome  are  discussed.  The  patient-related  variables  of  alcohol  consumption,  depres- 
sion, and  occupational  functioning  indicate  some  stability  between  intake  and  posttreatment  func- 
tioning. Also,  treatment  tends  to  reduce  stressors  and  increase  coping  skills.  Stressors  tend 
to  lead  to  worse  outcomes,  whereas  coping  abilities  relate  to  better  functioning.  The  effects  of 
pretreatment-  and  treatment-related  variables  on  outcome  are  often  shared  with  those  of  posttreat- 
ment factors. 

Third,  the  partitioning  of  shared  variance  is  presented.  The  relative  importance  of  pretreat- 
ment, treatment,  and  posttreatment  variables  as  predictors  of  outcome  varies  with  the  type  of 
outcome  criterion  used.  When  predicting  occupational  functioning,  the  intake  variable  accounts 
for  almost  all  of  the  explained  variance.  Though  the  relative  contributions  of  patient  character- 
istics versus  posttreatment  factors  in  explaining  alcohol  consumption  are  approximately  equal, 
posttreatment  factors  account  for  3 to  4 times  as  much  of  the  explained  variance  in  abstinence 
and  depression  as  do  patient-related  variables  (59.5  percent  versus  12.6  percent  and  58.5  per- 
cent versus  18.4  percent,  respectively). 


CONCLUSIONS 

This  article  has  probed  the  influence  of  posttreatment  factors  on  the  recovery  process  as  well 
as  their  relationship  to  pretreatment-  and  treatment-related  variables.  An  examination  of  the 
effects  of  posttreatment  variables  on  outcome  showed  that  stressors  and  coping  mechanisms  are 
related  to  outcome  2 years  after  treatment.  This  suggests  that  treatment  should  help  patients 
minimize  the  likelihood  of  stressful  situations  where  possible,  and  develop  coping  skills  for  effec- 
tive dealing  with  problematic  situations. 

The  approach  used  in  this  paper,  which  examined  the  effect  of  treatment  on  outcome  in  relation 
to  both  pretreatment  and  posttreatment  variables  over  a 2-year  period,  allows  for  a more  compre- 
hensive understanding  of  the  complexity  of  treatment  effects.  Further  research  focusing  on  such 
dynamic  aspects  of  treatment  outcome  is  needed. 
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SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Hypnosis;  disulfiram;  Alcoholics  Anonymous; 
psychotherapy;  hospitalization;  social  rehabilitation 

SAMPLE  TYPE: 

Patients  admitted  at  Maudsley  Hospital,  London 

SAMPLE  SIZE: 

40  (20  experimental,  20  controls) 

SEX/AGE: 

Male;  mean  age:  45.8  (hypnotic  group), 
41  .8  (control  group) 

ETHNICITY: 

Not  specified 

LOCALE: 

London,  England 

METHODOLOGY: 

Multivariate  analysis;  longitudinal  study; 
correlational  study 

INSTRUMENTS  USED: 

Program  statistics;  Maudsley  Personality 
Inventory;  Straus-Bacon  Social  Stability  Scale 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

51 

PURPOSE 

This  study  attempted  to  objectively  evaluate  the  use  of  hypnosis  in  the  treatment  of  alcohol  addic- 
tion. Data  were  also  obtained  to  assess  social  stability  and  personality  before  treatment  as  prog- 
nostic factors. 


METHODOLOGY 

Forty  alcoholics  were  randomly  assigned  to  one  of  two  groups,  matched  for  age,  years  of  addic- 
tion, intelligence,  neuroticism,  extroversion,  and  social  stability.  Both  groups  received  the 
inpatient  treatment  available  at  Maudsley  Hospital  in  London,  England,  which  consisted  of  individ- 
ual psychotherapy  directed  at  immediate  problems,  disulfiram,  attendance  at  Alcoholics  Anonymous 
(AA)  meetings,  and  the  services  of  a psychiatric  social  worker,  which  could  include  family  case- 
work. The  control  group  received  only  the  inpatient  treatment.  The  hypnotic  group  received 
additional  hypnotic  treatment  consisting  of  a simple  eye  fixation  technique  followed  by  posthyp- 
notic suggestion.  The  hypnotic  treatment  was  given  for  6 consecutive  days  and  then  reinforced 
at  weekly  intervals  during  the  patient's  stay  in  the  hospital.  After  release  from  the  hospital, 
the  patient  was  given  treatment  at  monthly  intervals  for  the  first  6 months.  The  posthypnotic 
suggestions  given  were  (1)  a distaste  for  alcohol,  a wish  to  maintain  sobriety,  a sense  of  accom- 
plishment, and  a feeling  of  increased  well-being  stemming  from  sobriety;  (2)  a determination  to 
continue  taking  disulfiram;  and  (3)  an  interest  in  continued  attendance  at  AA  meetings. 

Data  analysis  was  gaged  in  terms  of  a sociomedical  outcome  rating.  Each  month  for  12  months 
after  discharge  patients  were  given  an  A,  B,  or  C rating,  as  follows:  A (2  points) — completely 

sober  or  occasional  drinking  (less  than  7 days  out  of  the  whole  month)  with  no  interference  in 
social  functioning;  B (1  point) — drinking  more  than  occasionally  (more  than  7 days  out  of  in. 
month)  or  occasional  drinking  causing  mild  social  incapacity  (e.g.,  patient  missing  a few  <l 
of  work),  and  C (0  points) — drinking  heavily,  causing  considerable  social  incapacity  (e.  j.. 
unemployment).  By  summing  monthly  scores  for  12  months,  an  overall  score  for  the  ,e.ir 
calculated  for  each  patient.  The  overall  assessment  for  a year  was  defined  as  follows.  ( ategm  , 

I = good  (score  17-24);  Category  II  = fair  (score  9-16);  and  Category  III  poor  (score  o- 
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Neuroticism,  extroversion,  and  social  stability  were  also  related  to  the  sociomedical  outcome  scores. 
Neuroticism  and  extroversion  were  measured  on  the  Maudsley  Personality  Inventory,  and  social 
stability  was  measured  on  the  Straus-Bacon  scale. 


RESULTS 

Monthly  outcome  scores  for  the  hypnotic  group  and  the  control  group  were  similar.  Overall  out- 
come scores  for  the  year  were  identical  for  both  the  control  and  hypnotic  groups.  Both  groups' 
results  were  as  follows:  Category  1=11  patients.  Category  II  = 2 patients,  and  Category  III  =7 

patients.  This  seems  to  indicate  that  hypnotic  treatment  added  to  conventional  treatment  is  of 
no  use  in  treating  alcoholism.  An  analysis  of  between-month  variance  in  scores  of  both  groups 
indicated  that  the  majority  of  relapses  occurred  within  the  first  6 months.  There  was  no  signifi- 
cant difference  between  the  two  groups  in  AA  attendance  or  in  regularity  of  taking  disulfiram. 

For  further  statistical  analysis,  the  hypnotic  group  and  the  control  group  were  treated  as  one 
population.  The  following  correlations  between  variables  and  outcomes  were  identified:  (1)  neu- 

roticism has  a significantly  negative  correlation  with  outcome,  (2)  extroversion  has  a significantly 
positive  correlation  with  outcome,  and  (3)  social  stability  has  a highly  significant  positive  correla- 
tion with  outcome.  Social  stability  was  scored  on  a 4-point  scale  developed  by  Straus  and  Bacon. 
The  scale  measured  such  factors  as  a steady  job,  residential  immobility,  and  livinq  with  one's 
spouse. 


CONCLUSIONS 

This  study  indicates  that  no  advantage  is  conferred  when  hypnotic  treatment  is  added  to  conven- 
tional treatment  of  alcoholism.  This  finding  differs  markedly  from  claims  that  have  been  made 
in  the  literature.  However,  no  control  groups  were  used  in  most  of  the  studies  cited  in  this 
article,  which  may  account  for  some  of  the  difference.  There  are  also  many  modes  of  hypnother- 
apy, and  a different  mode  may  be  more  effective  in  dealing  with  alcoholism.  The  most  striking 
finding  of  this  study  is  the  relationship  between  social  stability  scores  and  outcome.  It  appears 
that  a socially  stable  person  will  do  well  in  treatment  while  a socially  unstable  patient  will  do 
poorly.  Possibly,  a halfway  house  after  conventional  treatment  is  the  best  way  to  deal  with  the 
socially  unstable  patient. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  citrated  calcium  carbimide 
Inpatient;  outpatient 
Alcohol  ics 
40 

Male;  age  not  specified 
Not  specified 
London,  England 

Multivariate  analysis;  longitudinal  study 

Maudsley  Personality  Inventory;  Straus-Bacon 
Social  Stability  Scale;  Mill  Hill  Vocabulary 
Test;  Ravens  Progressive  Matrices 

Not  specified 

35 


PURPOSE 

The  specialized  treatment  of  alcoholics  in  Great  Britain  has  usually  been  based  on  inpatient  care 
However,  the  World  Health  Organization  stressed  the  importance  of  outpatient  services  as  early 
as  1951.  Questions  have  been  raised  regarding  the  value  of  prolonged  inpatient  care.  This 
paper  details  a controlled  study  done  by  Edwards  and  Guthrie  in  1965  comparing  inpatient  and 
outpatient  treatment  of  alcohol  dependence.  The  initial  study  had  reported  no  significant  dif- 
ference between  the  two  groups  at  6 months.  This  study  gives  more  detail  than  the  original 
report  and  presents  data  on  followup  to  1 year. 


METHODOLOGY 

Subjects  were  40  men  who  conformed  to  the  gamma  picture  of  alcohol  dependence.  They  were 
randomly  assigned  to  either  the  inpatient  treatment  group  or  the  outpatient  treatment  group. 
There  were  20  patients  in  each  group.  For  the  inpatient  group,  patients  were  admitted  for 
approximately  8 weeks  to  a general  psychiatric  ward  in  which  the  treatment  regimen  was  eclectic. 
The  doctor's  relationship  with  the  patient  was  considered  important.  Emphasis  was  on  alcohol 
dependence  being  a disease  that  completely  precluded  a return  to  social  drinking.  Patients  were 
given  citrated  calcium  carbimide,  and  a social  worker  helped  with  family  and  other  social  problems. 
After  discharge  from  the  hospital,  patients  were  seen  at  least  once  each  month.  For  the  out- 
patient group,  outpatients  received  very  similar  treatment  to  inpatients,  except  stress  was  placed 
on  the  need  to  regard  alcoholism  as  an  illness  that  could  be  treated  without  hospitalization.  Tin- 
initial  intensive  treatment  period  was  for  8 weeks,  with  the  outpatients  seen  at  least  once  ever, 

4 days.  After  8 weeks,  outpatients  were  seen  at  least  monthly,  as  were  inpatients. 

Each  patient  was  also  given  the  Maudsley  Personality  Inventory,  Straus-Bacon  Social  St. mi  In. 
Scale,  Mill  Hill  Vocabulary  Test,  and  Ravens  Progressive  Matrices.  Data  collection  was  nad< 
using  an  assessment  given  monthly  after  the  first  8 weeks  of  either  hospitalization  or  int.-nMv< 
treatment.  Information  from  the  patients  was  verified  by  evidence  from  a wife  or  employer  m 
practically  all  cases.  The  assessment  given  was  as  follows:  2 points--completely  sober  So  : 

month  under  consideration  or  occasional  drinking  (less  than  7 days  in  the  month)  with  ■ r 
ference  with  social  function;  1 point--drinking  more  than  occasionally  (more  than  7 d.r, 
month)  or  drinking  occasionally  causing  mild  social  incapacity,  0 points--heavy  drinkm  j < , , . 
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considerable  social  incapacity.  This  assessment  was  given  monthly,  and  the  12  monthly  scores 
were  summed  for  the  yearly  score. 


RESULTS 

Results  indicated  that  the  two  groups  were  well  matched  on  social  class,  drinking  history,  social 
stability,  and  daily  alcohol  consumption.  A 30  x 30  item-correlation  matrix  was  prepared  to 
examine  relations  between  demographic  and  personality  factors,  drinking  chronology,  "complica- 
tions of  drinking,"  and  outcome.  The  main  findings  were  that  none  of  the  items  analyzed  had  a 
significant  bearing  on  outcome  but  that  personality,  intelligence,  and  social  factors  were  signifi- 
cantly related  to  occurrence  of  "complications"  and  to  drinking  history.  The  average  stay  in 
the  hospital  for  the  inpatients  was  8 to  9 weeks,  while  outpatients  spent  around  7 weeks  in  inten- 
sive care. 

Followup  outcome  ratings  for  the  year  indicated  that  the  two  groups  did  not  differ  significantly. 

An  analysis  of  variance  showed  neither  between-treatment  variance  nor  interaction  between  months 
and  treatment  as  significant.  Interpretation  of  the  results  should  not  go  beyond  the  statement 
that  a certain  type  of  outpatient  treatment  has  been  shown,  on  average,  to  give  as  good  results 
as  a certain  type  of  inpatient  treatment.  It  is  difficult  to  draw  wide  conclusions  from  this  study 
about  the  merits  of  inpatient  versus  outpatient  care. 


CONCLUSIONS 

The  similarity  of  results  for  inpatient  and  outpatient  care  could  mask  important  subgroups  of 
patients  for  whom  one  or  the  other  treatment  would  be  much  more  suitable.  There  are  some 
patients  for  whom  inpatient  treatment  is  definitely  more  suitable.  These  people  would  not  recover 
if  left  in  the  disorganized  social  setting  in  which  they  cannot  cope. 

The  authors  close  by  proposing  a comprehensive  alcoholism  treatment  service.  The  treatment 
service  should  integrate  a range  of  help  for  every  type  of  alcoholic,  from  initial  emergency  aid 
to  long-term  rehabilitation.  The  pivot  of  the  service  would  be  an  alcoholism  emergency  clinic 
that  would  see  new  cases  at  any  time.  These  could  be  referred  from  any  source  or  self-referred. 
It  would  also  see  relapsed  patients  on  short  notice.  The  clinic  would  then  refer  the  case  to  one 
of  six  other  integrated  services.  An  alcoholism  treatment  clinic  would  give  intensive  or  supportive 
treatment  and  would  accept  responsibility  for  followup  care  of  discharged  patients.  Emergency 
beds  would  be  for  "drying  out."  Inpatient  treatment  beds  would  be  another  part  of  integrated 
services.  Hostels,  for  patients  who  need  social  support  after  discharge  from  inpatient  care; 
referral  out,  for  referral  out  for  special  purposes  such  as  intensive  individual  psychotherapy; 
and  community  liaison,  with  all  community  resources,  would  also  be  included.  From  the  patient's 
point  of  view,  the  obvious  advantage  of  a well-integrated  treatment  service  is  contact  with  the 
same  person  throughout  treatment  and  rehabilitation. 
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SUBSTANCES  STUDIED:  Alcohol;  calcium  cyanamide;  other  prescribed  drugs 

TREATMENT  MODE:  Outpatient  psychotherapy;  Alcoholics  Anonymous 

SAMPLE  TYPE:  Alcoholics  in  treatment  and  alcoholics 

not  in  treatment 


SAMPLE  SIZE: 
SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


100 

Married  men;  age  range:  25-60 
Not  specified 
London,  England 

Comparative  study;  longitudinal  study 

Interviews;  laboratory  tests; 
questionnaires;  psychological  tests 

Not  specified 

39 


PURPOSE 

A sample  of  100  men  who  were  married  or  in  continuing  cohabitation  were  studied  to  determine 
the  value  of  a therapeutic  regimen  that  might  fairly  represent  the  average  package  of  help  offered 
to  the  alcoholic  who  comes  to  a well-supported  treatment  center  anywhere  in  the  Western  world, 
as  against  a regimen  of  markedly  lesser  intensity  and  of  a type  that  would  usually  be  considered 
as  inadequate. 


METHODOLOGY 

Criteria  for  inclusion  in  the  study  were  that  a referring  agent  considered  the  patient  to  have  a 
drinking  problem;  a couple's  willingness  to  make  the  one  initial  attendance;  a psychiatrist's  con- 
firmation that  a drinking  problem  existed;  a reasonable  traveling  distance  from  the  hospital; 
patient's  age  between  25  and  60;  and  an  absence  of  severe  progressive  or  painful  physical  disease, 
underlying  psychotic  illness,  and  gross  brain  damage. 

For  the  initial  assessment,  the  patient  was  seen  by  a psychiatrist,  and  a history  was  recorded 
on  a precoded  schedule.  A physical  examination,  including  laboratory  tests,  was  conducted.  A 
psychologist  administered  tests  relating  to  personality,  self-esteem,  marital  relations,  and  per- 
ceptions of  a drinking  problem.  The  patient's  wife  was  interviewed  by  a social  worker  and 
completed  several  questionnaires  relating  to  her  coping  behavior,  the  marital  interaction,  her 
appraisal  of  the  severity  of  her  husband's  drinking,  and  her  personal  history. 

Following  the  assessment  procedures,  patients  were  assigned  randomly  to  either  the  advice  or 
the  treatment  group.  Randomization  was  separate  for  six  subsets  of  patients  who  were  defined 
by  occupational  status  (three  levels)  and  severity  of  drinking  symptomatology  (two  levels). 

At  an  initial  joint  counseling  session  for  the  husband  and  wife,  with  a social  worker,  psychologist  . 
and  psychiatrist  present,  the  psychiatrist  told  the  patient  and  his  wife  that  the  patient  was  suf- 
fering from  alcoholism  and  advised  that  the  treatment  goal  should  be  total  abstinence.  The  ps, 
chiatrist  stated  that  the  patient  should  continue  working  or  return  to  work  and  that  the  husb.n 
and  wife  should  try  to  make  the  marriage  viable.  Advice  group  couples  were  told  that  they  lu-: 
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responsibility  for  the  attainment  of  treatment  goals,  a message  conveyed  in  sympathetic  and  con- 
structive terms.  Also,  the  patient  was  advised  that  the  clinic  would  administer  no  medication. 

At  their  first  session,  treatment  group  members  were  introduced  to  Alcoholics  Anonymous  (AA), 
given  a prescription  of  calcium  cyanamide,  and  prescribed  drugs  for  withdrawal  if  this  was  indi- 
cated. Appointments  were  made  for  the  patients  to  see  the  psychiatrist  who  would  evolve  their 
treatment  program.  Subsequent  patient  care  continued  on  an  outpatient  basis.  Emphasis  was 
on  strategies  for  abstinence,  reality  problems,  interpersonal  and  particularly  marital  interactions, 
and  some  other  psychotherapeutic  explorations  when  indicated.  The  social  worker  worked  mainly 
with  the  wife;  conjoint  sessions  were  held  when  indicated.  The  total  treatment  program  was  flex- 
ible, allowing  for  varying  intensities,  although  generally  treatment  was  designed  to  be  more  inten- 
sive at  the  beginning. 

Both  groups  were  seen  by  the  psychiatrist  at  approximately  the  12-month  anniversary  of  intake, 
and  a reconstruction  was  made  using  a structured  schedule.  Wives  answered  questions  from  the 
social  worker,  who  used  a similar  schedule.  Questionnaires  were  administered  to  both  spouses 
by  the  psychologist.  Additional  followup  included  regular  monthly  interviews  with  wives  in  the 
advice  and  treatment  groups. 


RESULTS 

Followup  data  were  obtained  on  46  of  the  advice  patients  and  48  of  the  treatment  patients. 
Results  indicated  that  the  process  of  randomization  resulted  in  satisfactory  matching  of  the  advice 
and  treatment  groups;  on  no  parameter  measured  did  the  two  groups  differ  significantly.  There 
were  no  significant  between-group  differences  on  patient's  and  wife's  subjective  ratings  of  the 
drinking  problem. 

The  percentage  of  patients  in  advice  and  treatment  groups  who  were  psychiatric  inpatients  dur- 
ing the  12-month  followup  did  not  differ  significantly,  but  the  mean  duration  of  admission  was 
considerably  different.  The  mean  for  the  advice  group  was  less  than  1 week,  while  for  the  treat- 
ment group  it  was  over  3 weeks.  Furthermore,  use  of  extra-clinic  services  was  similar,  indicat- 
ing that  the  advice  group  did  not  compensate  for  the  lack  of  proffered  family  clinic  help  by 
seeking  help  from  other  agencies.  Data  recorded  by  the  social  worker  reflected  a mean  total 
time  of  visits  by  the  advice  group  of  4.7  ± 0.5  hours  and  by  the  treatment  group  of  18.3  ± 1.5 
hours. 

Treatment  patients  kept  a mean  of  9.7  ± 0.8  appointments  and  failed  to  keep  8.  ±1.6  appoint- 
ments. They  averaged  more  than  3 of  the  52  weeks  as  inpatients.  During  this  time,  psycho- 
active drugs  were  prescribed  sparingly  (to  35  percent)  following  a purposely  conservative  policy. 
Almost  two-thirds  (61  percent)  of  the  patients  at  some  time  accepted  a prescription  for  calcium 
cyanamide. 

Efforts  to  further  analyze  the  data  to  demonstrate  between-group  differences  investigated  intra- 
group differences  due  to  variations  in  treatment  or  services  received.  Of  the  comparisons  involv- 
ing the  treatment  group,  only  three  produced  statisticial ly  significant  differences.  Patients 
reporting  "some"  improvement  at  followup  had  more  contact  with  general  practitioners  and  general 
hospital  outpatient  departments.  Patients  in  the  best  outcome  treatment  group  had  fewer  social 
work  contacts  than  patients  in  either  of  the  other  two  treatment  groups.  Advice  group  compari- 
sons produced  no  significant  differences. 

At  study  end,  each  patient  made  a checklist  of  factors  that  he  perceived  helped  him  to  improve. 
For  both  groups,  highest  rated  were  factors  other  than  inpatient  care,  outpatient  care.  Alcoholics 
Anonymous,  or  other  helping  agency  contact.  Thus,  what  might  be  deemed  elements  of  the  overt 
package  of  help  were  viewed  as  less  helpful  than  items  relating  to  changes  in  external  reality, 
intrapsychic  change,  and  change  in  the  marital  relationship. 

There  was  no  evidence  of  a significant  treatment-patient-characteristics  interaction  effect:  the 

argument  cannot  be  sustained  that  it  was  the  "more  ill"  patients  who  did  better  with  treatment 
and  worse  with  advice. 
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CONCLUSIONS 


The  study  findings  suggest  that  a reasonably  intensive  and  conventional  treatment  regimen  con- 
fers no  additional  benefit  over  a very  simple  approach.  The  data  support  the  following:  failure 

to  demonstrate  difference  in  outcome  between  advice  and  treatment  groups  is  not  due  to  compensa- 
tory help  seeking  by  the  advice  group;  when  the  patients  are  offered  a conventional  treatment 
regimen,  the  degree  to  which  they  use  the  offered  help  is  not  related  to  subsequent  outcome; 
patient  statements  on  reasons  for  improvement  generally  do  not  favor  formal  therapeutic  interven- 
tion, but  a single  counseling  session  is  reported  favorably;  and  directing  clinic  patients  toward 
Alcoholics  Anonymous  can  enhance  the  likelihood  of  AA  involvement,  but  evidence  for  the  contri- 
bution of  AA  as  an  adjunct  to  clinic  treatment  is  not  easily  found. 
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PURPOSE 

A total  of  265  studies  that  evaluated  outcome  following  some  psychologically  oriented  treatment 
of  alcoholism  were  reviewed  to  answer  questions  about  (1)  outcome  criteria  used  to  evaluate  treat- 
ment, (2)  the  relationship  among  these  criteria,  and  (3)  the  impact  of  treatment  on  drinking 
behavior.  Although  the  original  collection  of  all  studies  published  in  English  from  1952  through 
1971  reporting  specific  responses  of  patients  to  some  form  of  psychologically  oriented  alcoholic 
treatment  numbered  271  , a few  were  dropped  because  they  were  single  case  reports.  Criteria 
(dimensions,  measures,  indices)  were  grouped  into  19  clusters  reflecting  closely  related  dimen- 
sions. Among  the  19  clusters  were  drinking  amount  and  frequency,  affective-cognitive,  home 
and  work  situations,  further  treatment,  social  situation,  arrests,  use  of  leisure  time,  and  finan- 
cial situation. 


SUMMARY 

The  results  of  analysis  show  that  drinking  behavior  by  far  was  the  most  often  used  index  for 
evaluating  alcoholism  treatment  and,  in  some  studies,  was  the  only  measure.  Eight  of  10  studies 
measured  drinking  amount  or  frequency  cluster.  Only  7 of  the  other  18  clusters  included  data 
from  at  least  one-tenth  of  the  studies,  and  none  of  these  7 had  data  from  as  many  as  one-third. 
This  finding  is  especially  important  since  these  measures  were  clusters  of  indices.  Drinking 
behavior  is  widely  used  as  a criterion,  probably  because  it  lends  itself  to  valid  and  reliable  meas- 
urement and  appears  to  be  more  specific,  concrete,  and  objectively  observable  than  many  other 
indices. 

To  justify  the  use  of  drinking  as  a major  criterion,  its  relationships  to  other  measures  were 
explored.  Studies  were  screened  for  observations  on  17  of  the  18  clusters  of  nondrinking  indices. 
Once  gathered,  observations  in  each  of  the  17  groups  were  subgrouped  in  5 categories  according 
to  the  relationship  found  between  criteria:  observations  showing  no  relationship  between  the 

criteria,  those  showing  a positive  association  at  less  than  the  .01  level,  those  showing  a positive 
-elationship  at  more  than  the  .01  level  but  less  than  the  .10  level,  those  showing  a negative  rela- 
tionship at  less  than  the  .01  level,  and  those  showing  a negative  association  at  more  than  the 
.01  but  less  than  the  .10  level. 
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It  was  found  that  drinking  outcome  related  positively  with  outcome  on  other  dimensions  in  more 
than  two-thirds  of  the  entries.  A negative  relationship,  between  further  inpatient  treatment 
and  drinking  improvement,  was  found  in  only  one  study.  To  rule  out  chance  as  a cause  of  the 
number  of  positive  relationships  found  at  the  .10  level  or  better,  the  binomial  test  was  applied 
with  £ = .1  and  £ = . 9 to  all  clusters  containing  data  from  five  or  more  samples.  In  all  of  these, 
the  number  of  positive  relationships  permitted  rejection  of  the  null  hypothesis  at  the  .05  level 
or  better.  Thus,  it  appeared  that  drinking  outcome  was  associated  positively  with  outcome  on 
dimensions  in  the  following  clusters:  affective-cognitive,  work  situation,  interpersonal  relations- 

hips in  the  home,  physical  condition,  arrests  and  other  legal  problems,  mixed  variables,  social 
situation,  and  Alcoholics  Anonymous  attendance.  Lack  of  data  precludes  conclusions  about  the 
remaining  criteria. 

Because  of  the  wide  use  of  drinking  measures  and  their  tendency  to  relate  positively  with  other 
indices,  further  analyses  of  treatment  impact  on  drinking  were  restricted  to  drinking  data.  Two 
methods  were  used  for  data  collection,  the  first  using  the  individual  as  the  basic  unit  of  observa- 
tion and  the  second  using  the  sample  as  a whole  as  the  basic  unit  of  observation. 

Use  of  those  two  methods  permitted  comparisons  for  assessing  the  influence  of  group  size  on  over- 
all outcome  rates.  In  addition,  a system  of  classifying  data  was  developed  and  tested  to  facilitate 
the  use  of  data  from  so  many  studies.  The  system  placed  subjects'  observed  behavior  into  one 
of  nine  categories  ranging  from  absolute  abstinence  in  the  followup  period  to  worse  in  drinking 
throughout  followup.  About  one-third  of  all  patients  were  abstinent  during  followup.  One- 
twentieth  or  fewer  were  controlled  drinkers,  little  more  than  two-fifths  were  abstinent  or  con- 
trolled, less  than  one-fifth  were  abstinent  except  for  one  or  two  relapses,  one-seventh  to 
one-quarter  (depending  on  sampling  procedure  and  measure  of  central  tendency)  had  more  than 
two  relapses  but  were  improved,  about  one-third  were  improved  though  not  totally  abstinent  or 
controlled,  two-thirds  were  improved  to  at  least  some  extent,  one  third  were  unimproved,  and 
one-twentieth  to  one-tenth  were  worse. 

Since  these  are  averages  for  a large  number  of  studies,  the  mean  and  median  estimates  can  help 
in  judging  the  results  of  any  one  study.  Measures  of  standard  deviation  and  range  can  be  used 
to  evaluate  the  commonness  of  results.  One  standard  deviation  above  and  below  the  mean  was 
taken  as  a point  beyond  which  an  estimate  was  judged  atypical,  and  the  following  guidelines  were 
formed:  abstinence  rates  must  be  below  10.5  percent  or  above  53.3  percent  to  be  unusual; 

abstinent-or-control led , below  19.8  percent  or  above  67  percent;  much-improved,  below  4.7  per- 
cent or  above  26.3  percent;  somewhat-improved,  below  0.9  percent  or  above  34.9  percent;  much- 
or-somewhat-improved , below  14.4  percent  or  above  44.4  percent;  total-improved,  below  47.8 
percent  or  above  84.2  percent;  total-unimproved,  below  15.8  percent  or  above  52.2  percent;  and 
deterioration,  below  0.2  percent  or  above  20.6  percent. 

The  results  of  this  analysis  reveal  that  many  evaluators  used  more  than  total  abstinence  in  meas- 
uring drinking  outcome.  Many  studies  reported  total-improved  rates  as  abstinent  rates,  and  a 
large  number  reported  abstinent-or-control  led  rates.  Few  studies  evaluated  patients  on  other 
criteria,  yet  the  number  is  noteworthy,  particularly  for  the  controlled  drinking  criterion  and 
for  drinking  improvement  with  more  than  one  or  two  relapses. 


CONCLUSIONS 

Clearly,  researchers  use  drinking  behavior  as  a major  criterion  to  evaluate  treatment  outcomes. 
However,  they  recognize  the  practicality  of  evaluating  more  than  total  abstinence  and  will  use  a 
total-improved  or  abstinent-or-controlled  rate.  Inasmuch  as  about  two-thirds  of  alcoholics  are 
improved  or  abstinent,  it  appears  that  once  an  alcoholic  decides  to  accept  help,  he  or  she  stands 
a good  chance  of  improving.  This  review's  findings  suggest  two  important  issues  for  further 
study:  (1)  Can  alcoholics  increase  their  chances  of  improvement  by  having  one  treatment  rather 

than  another?  and  (2)  Is  the  likelihood  of  improvement  just  as  strong  or  stronger  with  no  formal 
treatment? 
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PURPOSE 

Updating  through  1 973  a study  originally  reviewing  the  literature  from  1952  to  1971,  this  report 
brings  to  384  the  number  of  reviewed  studies  of  psychologically  oriented  treatment  programs  con- 
ducted with  3 or  more  patients.  Findings  of  the  studies  were  analyzed  to  answer  two  questions: 
(1)  Do  alcoholics  increase  their  chances  of  improving  in  any  dimension  by  participating  in  one 
treatment  rather  than  another?  and  (2)  Is  the  likelihood  of  improvement  in  drinking  just  as  strong 
or  stronger  with  no  formal  treatment? 


SUMMARY 

Seventy-two  of  the  studies  randomly  assigned  patients  to  2 or  more  treatment  groups  or  matched 
them  on  important  variables.  These  were  screened  for  outcome  variables  significant  at  the  .05 
level  or  better.  If  only  some  groups  were  randomly  assigned  or  matched,  results  pertaining  only 
to  these  appropriately  formed  groups  were  considered.  Specifically  reported  results  and  methods 
were  checked  for  accuracy  and  appropriateness.  Only  those  conclusions  were  considered  that 
dealt  with  relative  treatment  effects  realized  in  the  6 months  after  termination  of  treatment  in  at 
least  50  percent  of  patients  in  all  groups  being  compared. 

All  but  31  studies  reported  significant  differences  between  groups.  However,  those  significant 
results  were  usually  short  term,  due  to  chance,  or  not  related  directly  to  life  adjustment.  Fur- 
thermore, the  few  significant  long-term  differences  found  seemed  to  result,  at  least  in  part,  from 
some  harmful  aspect  of  the  comparison  treatment  plan,  which  retarded  improvement  of  one  group. 
The  results  of  five  studies  by  Tomsovic  and  Edwards,  Volger  et  al..  Ends  and  Page,  Pittman 
and  Tate,  and  Sobell  and  Sobell  suggest  that  some  elements  in  the  treatment  environment  elicited 
thoughts  and  feelings  of  disappointment,  abuse,  neglect,  or  rejection.  Serving  as  an  antecedent 
to  further  drinking,  this  state  inhibits  some  patients'  improvement. 

Although  iatrogeny  seems  to  be  a central  factor  in  the  long-term  differences  found  in  this  review, 
significant  differences  could  be  due  in  part  to  one  treatment  having  unusually  beneficial  and  long- 
lasting  effects.  However,  since  the  studies  failed  to  control  for  patients'  negative  experiences, 
this  possibility  could  not  be  documented,  and  given  the  number  of  studies  indicating  no  signifi- 
cant differences,  the  importance  of  type  of  treatment  must  be  said  to  be  noniinportant.  The 
question  then  i s — i s therapy  of  some  kind  more  beneficial  than  no  therapy? 
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In  an  effort  to  weigh  therapy  effects  against  no  therapy,  this  analysis  compared  results  reporting 
drinking  outcome  of  treated  and  untreated  alcoholics.  Data  were  grouped  on  alcoholics  having 
experienced  no  treatment  but  having  shown  improvement  ("no-treatment"  improvement)  or  showing 
improvement  having  undergone  minimal  treatment  and  on  alcoholics  having  improved  during  and 
following  treatment.  Association  between  treatment  amount  and  outcome  was  tested  using  t-tests 
and  assumed  to  exist  if  results  were  significant  at  the  .05  level  or  better.  Predictive  power  of 
associations  was  also  tested. 

Results  of  the  analysis  show  that  13  percent  of  nontreated  alcoholics  were  abstinent  and  41  per- 
cent were  at  least  somewhat  improved;  21  percent  of  minimally  treated  alcoholics  were  abstinent 
and  43  percent  somewhat  improved.  There  were  no  statistically  or  practically  significant  differ- 
ences between  the  no-  and  minimal-treatment  rates.  These  results  suggest  that  many  alcoholics 
can  drink  less  or  stop  totally  with  no  or  minimal  treatment,  and  untreated  alcoholics  change  as 
much  as  those  receiving  minimal  treatment.  However,  the  findings  must  be  interpreted  cautiously, 
for  they  were  based  on  varying  data  from  just  a few  studies  and  uncontrolled  patient  variables 
in  the  no-treatment  versus  minimal-treatment  comparisons. 

Furthermore,  the  per-group  abstinence  rates  did  not  differ  between  treated  and  nontreated  or 
minimally  treated  alcoholics.  Although  nonsignificant  here,  per-subject  abstinence  rates  were 
found  to  be  positively  related  to  treatment  amount.  On  the  other  hand,  both  per-group  and 
per-subject  total-improved  rates  were  positively  and  practically  related  to  treatment  amount. 
Thirty-six  percent  of  the  variance  in  the  per-group  rates  can  be  traced  to  whether  or  not  alco- 
holics had  undergone  more  than  minimal  treatment.  The  probability  of  making  an  error  in  pre- 
dicting an  alcoholic's  outcome  status  is  reduced  10.5  percent  by  specifying  whether  or  not  the 
alcoholic  had  more  than  minimal  treatment.  Again,  results  must  be  interpreted  cautiously.  Very 
few  minimal  and  no-treatment  data  were  involved,  and  patient  characteristics  were  not  controlled. 
Yet  overall  the  data  suggest  that  alcoholics  are,  in  a practical  sense,  as  likely  to  stop  drinking 
completely  for  6 months  or  longer  when  they  have  no  or  minimal  treatment  as  when  they  have 
more  than  minimal  treatment.  However,  in  reducing  drinking,  as  opposed  to  stopping  drinking, 
an  alcoholic's  chances  of  improving  appear  to  be  increased  by  more  than  minimal  treatment. 


CONCLUSIONS 

This  review  and  analysis  of  the  results  of  384  studies  conducted  from  1952  to  1 973  looks  at  the 
effects  of  psychologically  oriented  treatment  programs  for  alcoholics.  Its  results  suggest  that 
the  sizable  total-improved  rates  for  nontreated  and  minimally  treated  alcoholics  contradict  the 
statement  by  Eysenck  and  Beech  that  the  spontaneous  remission  of  alcohol  and  related  problems 
is  theoretically  expected  to  be  almost  totally  absent  and  that  clinical  experience  suggests  that 
lack  of  treatment  would  almost  always  mean  no  improvement. 

The  mean  no-treatment  and  minimal-treatment  total  rate  of  41.9  percent  is  close  to  the  median 
improvement  rate  of  about  30  percent  Bergin  found  in  neurotic  subjects  who  had  no  or  only  mini- 
mal therapy.  While  abstinence  did  not  appear  significantly  more  often  in  alcoholics  having  under- 
gone more  than  minimal  treatment  than  in  alcoholics  having  received  no  or  minimal  treatment, 
reduced  drinking  was  more  prevalent  among  the  former  group.  Treatment  agencies  should  be 
encouraged  to  see  some  indication  that  treatment  is  effective  in  helping  alcoholics  to  improve. 

The  results  do  indicate,  however,  that  no  significant  differences  in  terms  of  outcome  results 
appear  between  treatment  programs.  The  implication  is  that,  rather  than  placing  efforts  on 
developing  treatment  techniques  to  cause  uniquely  positive  treatment  outcomes,  it  would  be  wiser 
to  involve  alcoholics  in  any  kind  of  program  that  meshes  with  the  therapist's  views  on  the  causes, 
nature,  and  treatment  of  alcoholism.  It  is  the  actual  presence  of  treatment  rather  than  the  tre. la- 
ment type  that  is  important. 
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PURPOSE 

This  chapter  discusses  major  findings  of  a review  of  the  English  literature  in  which  some  form 
of  psychologically  oriented  treatment  of  alcohol  abuse  was  evaluated.  The  review  included  all 
studies  published  from  1952  to  1971  that  met  the  selection  criteria,  and  also  included  studies  pub- 
lished from  1 972  to  1973  for  an  analysis  of  change  rates  of  formally  treated  patients  contrasted 
to  change  rates  of  abusers  having  no  formal  treatment.  Some  literature  from  1972  to  1981  inves- 
tigating the  area  of  relative  treatment  effectiveness  was  also  examined,  and  included  all  studies 
that  randomly  assigned  patients  to  two  or  more  psychologically  oriented  treatments  or  evaluated 
sequential  groups  for  whom  the  order  of  experimental  interventions  was  counterbalanced.  These 
studies  were  screened  for  outcome  differences  significant  at  the  .05  level  or  better.  Specific 
results  reported  for  all  studies,  as  well  as  the  methods  used  to  obtain  them,  were  checked  wher- 
ever possible.  Greater  weight  regarding  relative  treatment  effects  was  accorded  to  those  long- 
term differences  found  more  than  6 months  after  the  start  of  treatment  or  after  the  termination 
of  intensive  therapy,  depending  on  the  evaluation  procedure  used  by  the  investigators. 

In  general,  the  studies  covered  a wide  variety  of  treatment  approaches  applied  in  many  settings. 
Treated  subjects  were  adults  who  had  been  labeled  as  alcohol  abusers  and  who  had  come  into 
contact  with  treatment  agents. 


SUMMARY 

Results  are  reported  in  the  categories  of  drinking  outcome  rates,  amount  of  treatment,  treatment 
involvement  techniques,  locus  of  treatment,  traditional  outpatient  psychotherapy,  nature  of  admis- 
sion (compulsory  versus  voluntary),  mode  of  treatment,  and  differential  diagnosis  and  treatment 
planning.  In  the  first  category,  outcome  rates,  pooled  data  from  265  studies  indicate  that  about 
33  percent  of  alcohol  abusers  were  totally  abstinent  during  followup  periods  of  varying  lengths, 
about  50  percent  were  drinking  without  problems,  about  66  percent  were  improved  in  drinking 
behavior  to  at  least  some  minimal  extent,  about  33  percent  were  unimproved,  and  about  5 percent 
were  drinking  more  during  followup  than  before  treatment.  Thus,  it  appears  that  formal  alcohol 
abuse  programs  improve  alcohol  abusers'  chances  of  altering  drinking  behavior.  A further  impli- 
cation of  the  results  is  that  change  is  experienced  on  a range  of  outcomes  rather  than  on  an 
abstinence/no  change  basis.  Analysis  of  rates  by  followup  time  suggests  that  the  likelihood  of 
an  alcohol  abuse  patient  being  abstinent  depends,  in  part,  on  the  stage  of  his  or  her  involvement 
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in  treatment,  but  being  at  least  somewhat  improved  in  drinking  is  not  affected  by  the  stage  of 
treatment . 

A second  issue  probed  in  this  review  concerns  amount  of  treatment.  An  analysis  of  384  outcome 
studies,  as  well  as  reports  on  alcohol  abusers  who  received  no  treatment  or  minimal  treatment, 
suggests  that  alcohol  abusers  are  as  likely  to  be  abstinent  6 or  more  months  with  no  or  minimal 
treatment  as  they  are  with  treatment.  The  weight  of  data  from  randomized  trials  of  studies 
assessing  the  question  of  whether  more  treatment  is  better  than  less  strongly  favors  no  differen- 
tial effects  for  varying  amounts  of  treatment.  Seventeen  of  24  studies  published  from  1 952  to 
1981  found  absolutely  no  differences  on  a wide  variety  of  measures,  which  typically  included  some 
measure  of  drinking  behavior,  and  only  four  studies  found  differences  for  varying  amounts  and 
intensities  of  inpatient  treatment.  In  general,  the  clinical  trials  literature  suggests  that,  when 
nondifferentially  applied,  brief,  simple,  and  nonintense  interventions  are  preferable.  Yet  some 
evidence  exists  that  prolonged  residential  treatment  and  active  outpatient  aftercare  or  evaluation 
efforts  may  help  stabilize  socially  deteriorated  patients.  Also,  active  aftercare  treatment  efforts 
may  benefit  socially  intact  patients. 

Building  on  the  hypothesis  that  treatment  involvement  at  least  reduces  the  severity  of  alcohol 
problems,  a review  of  randomized  trials  from  1 952  to  1981  found  that  several  approaches  were 
more  effective  than  comparison  strategies  in  getting  patients  involved  in  treatment.  It  appears 
that  treatment  involvement  can  be  enhanced  by  reducing  anxiety  through  the  use  of  tranquilizers, 
cannabis,  or  relaxation  training;  attention  and  support  in  the  form  of  frequent  meetings,  personal 
attention  from  a caregiver,  group  counseling,  personal  letters,  telephone  calls,  and  continuity 
of  care;  modeling  how  to  benefit  from  treatment  through  videotapes;  and  the  establishment  of  an 
avoidance  paradigm  using  strategies  such  as  disulfiram  and  compulsory  treatment,  with  severe 
consequences  for  failure  to  cooperate  with  therapy. 

Four  studies  were  reviewed  that  dealt  with  the  variable  locus  of  treatment.  Their  data  suggest 
that  for  socially  deteriorated  patients,  inpatient  treatment  appears  to  facilitate  comprehensive 
medical  treatment  more  than  outpatient  therapy;  no  differences  in  posttreatment  functioning  occur 
across  the  outpatient-inpatient  split.  For  the  more  socially  integrated,  the  evidence  tends  to 
support  less  restriction  over  more.  Traditional  outpatient  psychotherapy  approaches  were  exam- 
ined. The  few  differential  effects  observed  for  these  techniques  tend  to  suggest  that  such 
approaches  are  sometimes  less  effective  than  behaviorally  oriented  strategies.  Findings  on  the 
issue  of  compulsory  outpatient  treatment  for  chronic  municipal  court  offenders  indicate  no  greater 
effectiveness  than  occurs  with  voluntary  outpatient  therapy  or  no  treatment.  However,  when  a 
severe  penalty  for  failing  to  comply  with  treatment  was  included,  findings  suggest  that  compul- 
sory outpatient  treatment  may  be  more  effective  than  voluntary  outpatient  treatment. 

Only  one  clinical  trial  allowed  for  assessment  of  the  relative  effectiveness  of  group  therapy  over 
individual  therapy,  and  in  that  project,  group  therapy  was  found  to  be  more  effective  in  keeping 
patients  in  treatment.  No  differences  were  found  in  the  three  clinical  trials  that  assessed  the 
relative  effectiveness  of  traditional  marital  therapy  versus  individual  treatment.  Finally,  some 
promising  findings  are  reported  about  systematic  ways  to  diagnose  patients  di fferential ly  and  to 
assign  them  to  the  most  appropriate  treatment  interventions. 


CONCLUSIONS 

This  review  suggests  several  conclusions:  individuals  with  alcohol  problems  have  a good  chance 

of  improving  in  drinking  behavior  when  they  become  involved  in  formal  alcohol  abuse  treatment; 
and  while  abstinence  appears  to  be  an  unstable  response  to  treatment,  the  condition  of  bavin  | 
at  least  some  improvement  in  drinking  behavior  seems  to  be  a more  durable  response  to  thera- 
peutic intervention.  Furthermore,  brief  therapy  in  an  outpatient  setting  appears  to  be  i mru 
beneficial  than  long-term  treatment  for  socially  integrated  alcohol  or  socially  deteriorated  patients. 
Active  aftercare  is  advisable  for  all  patients,  while  prolonged  residential,  but  nonhospital  t r . • . 1 1 - 
ment,  should  be  considered  for  the  socially  deteriorated. 

Several  strategies  could  spur  treatment  involvement,  including  those  aimed  at  reducing  arixH,  , 
giving  attention  and  support,  modeling  how  to  benefit  from  treatment,  and  establishin  j m i 

avoidance  paradigms.  Further  research  should  be  directed  toward  refinement  of  th<  >e  .ippi  >.u  i. 
that  appear  generally  to  be  more  effective  than  comparison  methods  and  toward  further  iden’bh.i 
tion  of  optimal  patient-treatment  interactions.  Alcohol  abuse  treatment  may  harm  seine  people. 
Further  investigation  is  necessary  to  identify  those  types  of  treatments  that  mi  jht  be  h.irmf-j  ■ 
patients  with  specific  characteristics. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review 

Not  applicable 

Not  applicable 

9 


PURPOSE 

The  "Rand  Report"  and  the  Stanford  Research  Institute  (SRI)  report  are  both  based  on  data 
collected  through  the  Alcoholism  Treatment  Center  (ATC)  monitoring  system,  which  was  designed 
to  evaluate  the  effectiveness  of  the  44  ATCs.  Both  reports  come  to  virtually  the  same  conclu- 
sions and  have  some  of  the  same  authors.  This  comment  on  Armor  et  al.'s  Rand  Report,  which 
follows  Emrick's  review  of  the  SRI  report  by  Ruggels  et  al . , critiques  the  research  methodology, 
focusing  on  sampling,  data  validity,  and  data  analysis  issues  (remission  rates,  treatment  effects, 
and  social  correlates  of  alcoholism). 

The  Rand  Report  has  some  merit  over  the  SRI  report.  An  extensive  review  of  alcoholism  studies 
places  the  ATC  findings  in  a meaningful  context.  Furthermore,  the  Rand  Report  reviews  the 
literature  on  social  correlates  of  drinking  to  develop  hypotheses  about  etiology  and  prognosis  of 
alcoholism.  Armor  et  al.  also  include  an  appendix  on  issues  involved  in  the  validity  and  reliabil- 
ity of  self-reported  drinking  behavior.  But,  like  the  SRI  report,  the  Rand  volume  contains  some 
disturbing  inconsistencies  between  both  the  text  and  tabular  data  and  the  tables  themselves. 

SUMMARY 

Serious  defects  in  both  the  Rand  and  SRI  studies  stem  from  unrepresentativeness  of  the  samples. 
Ruggel  et  al.  selected  the  18-month  sample  of  8 of  44  ATCs  using  criteria  including  the  ATCs1 
willingness  to  participate.  Although  this  implies  possible  bias,  Ruggel  et  al . ignored  the  apparent 
need  to  show  comparability  to  the  remaining  36  ATCs.  Moreover,  Armor's  failure  to  locate  sizable 
portions  of  the  study  population  at  6month  and  18-month  followup  (38  and  79  percent,  respec- 
tively) was  not  followed  by  comparisons  between  those  who  were  followed  up  and  those  who  were 
not.  In  addition,  both  the  Rand  and  SRI  studies  used  self-report  of  drinking  behavior  as  a 
main  treatment  outcome  measure.  This  is  of  questionable  validity.  Armor  et  al.  acknowledged 
the  possibility  of  both  underreporting  and  overreporting  of  drinking  behavior  by  individual 
patients,  but  defended  their  group  outcome  rates  as  valid,  claiming  that  errors  in  underreporting 
were  canceled  by  equivalent  errors  of  overreporting . No  empirical  data  support  this  position, 
and  in  fact,  the  data  presented  by  Armor  et  al . indicate  that  underreporting  is  much  more  com- 
mon. Other  studies  confirm  this  phenomenon. 

Although  they  share  the  same  data  base,  the  Rand  and  SRI  reports  differ  in  some  of  their  data 
analysis.  Armor  et  al.  and  Ruggels  et  al . both  defined  normal  drinking  as  a maximum  of  5 ounces 
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of  ethanol  per  patient  on  a typical  drinking  day.  They  differed  on  the  upper  limit  for  average 
daily  consumption.  Both  failed  to  distinguish  between  controlled  drinking  and  normal  drinking. 

It  is  possible  that  some  alcoholics  control  their  drinking  by  consuming  only  limited  amounts  of 
alcohol  and  experience  no  negative  consequences  from  such  drinking.  Yet  they  remain  alcoholics 
cognitively,  i.e.,  they  remain  preoccupied  with  alcohol,  thinking  of  it  as  a major  stress  reliever. 
Inasmuch  as  the  cognitive  component  of  alcoholism  has  not  been  considered  and  since  these  per- 
sons must  exert  great  effort  to  maintain  limited  drinking,  they  should  be  considered  controlled 
drinkers.  It  is  likely  that  some  of  the  patients  identified  as  normal  drinkers  in  the  Rand  and 
SRI  reports  were  controlled  drinkers,  which  probably  led  to  exaggerated  normal  drinking  rates. 

Another  problem  concerns  remission  rates  and  treatment  effects.  Researchers  in  both  studies 
failed  to  identify  patients  who  were  unchanged  from  pretreatment  to  posttreatment.  Thus,  the 
high  overall  remission  rates  that  were  observed  can  be  misleading.  Armor  et  al.  conducted  more 
varied  analyses  of  treatment  effects  than  did  Ruggels  et  al . Therapist  type,  treatment  amount, 
type,  duration,  setting,  and  center  were  considered  by  Armor  et  al.  when  assessing  the  differ- 
ences in  remission  rates.  Interactions  were  sought  between  a number  of  factors,  and  multiple 
regression  was  used  to  test  the  effects  of  patient  and  treatment  characteristics  on  remission  rates. 
Regardless  of  some  interesting  findings,  the  analysis  (with  the  exception  of  multiple  regression) 
suffers  because  patients  were  not  randomly  assigned  to  the  different  therapist  types  or  the  vari- 
ous treatment  categories.  Thus,  treatment  and  therapist  differences  may  have  been  confounded 
with  patient  differences.  Apparently,  even  no  statistical  control  for  patient  variation  was  imple- 
mented in  the  analyses  of  effects  due  to  ATC  setting  or  to  Alcoholics  Anonymous  versus  ATC 
treatment  versus  other  treatment.  Furthermore,  homogeneity  within  treatment  groups  was  limited 
because  most  of  the  categories  of  patients,  treatment,  and  therapists  that  defined  the  groups 
into  which  patients  were  entered  for  analysis  were  not  sufficiently  restricted.  Despite  the  prob- 
lems, three  findings  merit  further  attention.  The  Rand  Report  concluded  that  paraprofessional 
and  professional  treatment  had  the  same  remission  rates.  But  there  was  no  attempt  to  control 
the  impact  of  treatment  variable  on  remission  rate.  Second,  group  and  individual  therapy  differ- 
ence at  6-  and  18-month  followup  were  dismissed  in  the  Rand  study  as  being  due  to  sampling 
errors.  There  is  the  possibility,  however,  with  a different  interpretation  of  the  data,  that  indi- 
vidual treatment  is  more  effective  in  the  long  run.  Third,  the  Rand  study  concluded  that  out- 
come differences  between  ATCs  were  minimal;  however,  since  there  was  a 32  percent  range  of 
remission  between  them,  some  centers  may  have  been  more  effective  than  others. 

A finding  with  treatment  implications  is  that  normal  drinking  rates  remained  fairly  constant  as 
treatment  increased,  in  contrast  to  abstinence  rates,  which  increased.  After  examination  of  the 
data,  the  authors  conclude  that  it  is  likely  that  treatment  goals  will  have  to  be  directed  toward 
normal  drinking,  as  opposed  to  abstinence,  in  order  to  raise  normal  drinking  rates. 

Findings  of  the  Rand  and  SRI  studies  suggest  many  areas  for  further  research.  For  one,  there 
is  a need  to  distinguish  alcoholics  who  can  return  to  normal  drinking  from  those  who  should 
become  abstinent;  practical  guidelines  for  making  the  determination  would  follow  research.  Also 
research  is  needed  to  assess  the  remission  rate  of  truly  untreated  alcoholics.  Finally,  patient- 
treatment  matching  should  be  investigated. 


CONCLUSIONS 

The  SRI  and  Rand  projects,  have  numerous  methodological  flaws,  as  does  the  bulk  of  alcoholism 
treatment  outcome  research.  If  convincing  answers  to  any  of  the  critical  questions  concerning 
the  treatment  of  alcoholism  are  to  be  obtained,  investigation  must  avoid  past  mistakes.  The  data 
will  tell  nothing  for  certain  if  treatment  outcome  studies  cannot  use  random  assignment  of  patients 
to  treatments,  if  followup  samples  are  biased,  if  treatment  groups  are  not  comparable  to  untreated 
controls,  and  if  outcome  measures  are  laden  with  the  potential  for  bias. 
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SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Aversive  conditioning/shock;  group  therapy; 

couples  therapy;  modeling;  education,  including 
learning  estimation  of  blood  alcohol  concentration 

SAMPLE  TYPE:  Alcoholic  outpatients 


SAMPLE  SIZE: 
SEX/ACE: 

ETHN  ICITY: 

LOCALE: 

METHODOLOGY: 


25 

Male  and  female;  age  range:  25-58 
Not  specified 
Not  specified 

Descriptive  study;  longitudinal  study 


INSTRUMENTS  USED:  Interviews;  observations;  self-reports; 

scoring  system  for  followup  studies 


DATE(S)  CONDUCTED:  1970-73,  1 975 


NO.  OF  REFERENCES:  7 


PURPOSE 

In  an  attempt  to  increase  the  attractiveness  of  a treatment  program  for  alcoholic  patients,  an 
experimental  program  was  initiated  in  September  1970,  with  the  aim  of  inculcating  controlled  drink- 
ing behavior  rather  than  abstinence.  The  purpose  of  this  pilot  study  was  to  explore  the  metho- 
dology, gain  experience  with  the  treatment  approach,  and  test  the  practical  application  of  these 
concepts.  The  program  was  based  on  the  philosophy  that  if  substantial  numbers  of  patients  could 
regain  control  of  their  drinking,  researchers  could  identify  the  most  significant  and  effective 
components. 


METHODOLOGY 

Treatment  sessions  were  held  once  weekly  for  4 hours.  Thirty-five  patients  were  offered  admis- 
sion to  the  program;  after  one  visit,  10  decided  not  to  participate.  The  25  mostly  male  patients 
participating  from  the  1970  to  1973  period  ranged  in  age  from  25  to  58  years  and  reported  a wide 
range  of  educational  attainment.  Program  participants  were  immediately  introduced  to  the  dis- 
criminated aversive  conditioning  of  Lovibond  and  Caddy,  with  electrodes  applied  to  the  face. 
Levels  of  shock  administered  were  individualized  to  each  patient's  pain  threshold.  The  aim  was 
at  least  8 to  1 0 shock  pairings  with  drinking  each  evening  for  each  patient,  particularly  during 
the  first  6 treatment  sessions.  Shocks  were  given  randomly  to  maximize  uncertainty  on  two  out 
of  every  three  drinking  occasions.  Other  therapeutic  measures  were  involved.  For  example, 
patients  were  encouraged  to  modify  their  drinking  behavior  by  learning  to  mix  more  diluted 
drinks,  increasing  the  time  between  drinks,  and  sipping  smaller  amounts. 

Patients  kept  a detailed  drinking  diary  each  day.  At  the  treatment  session,  the  group  discussed 
the  weekly  drinking  record,  which  tended  to  positively  reinforce  desired  drinking  patterns. 
Spouses  who  attended  meetings  and  who  had  developed  anxious  and  recriminative  attitudes  about 
the  patient's  drinking  began  to  develop  altered  attitudes.  The  therapists  sometimes  drank  in  a 
moderate  and  social  manner  with  patients  to  provide  a pleasurable,  limited,  and  socially  acceptable 
drinking  model.  There  was  no  formal  group  psychotherapy  in  these  sessions,  only  therapeutic 
communications.  As  experience  was  gained,  more  emphasis  was  placed  on  the  patient's  self  con- 
trol and  on  the  spouse  supplying  positive  reinforcements  when  drinking  had  been  controlled 
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socially,  rather  than  negative  ones  for  drinking  too  much.  Some  educational  information  on  alco- 
hol's effects  was  included. 


RESULTS 

When  results  of  this  experiment  were  initially  reported  in  September  1 972,  21  patients  had  entered 
the  program,  but  none  of  the  first  6 had  completed  12  sessions.  In  October  1 972  , nine  new 
patients  were  recruited  to  the  program,  but  only  four  attended  regularly.  As  no  suitable  new 
patients  were  referred  or  otherwise  known  to  the  program,  the  project  was  stopped  in  1973  on 
completing  treatment  with  those  already  involved. 

A followup  study  was  conducted  in  June  and  July  of  1975  , by  which  time  patients  had  completed 
the  treatment  program  from  27  to  55  months  earlier.  The  followup  study  was  conducted  on  the 
14  patients  who  had  at  least  six  treatment  sessions.  Nine  of  these  patients  came  from  12  to  24 
times.  The  study  used  a scoring  system  that  focuses  on  the  degree  of  drinking  control  main- 
tained, interpersonal  relations,  work  history,  and  general  health.  The  scoring  system  records 
the  poorest  score  at  any  point  after  completion  of  treatment.  A maximum  score  of  12  indicates 
significant,  continued  improvement  in  all  areas.  At  the  first  followup  report  in  1972,  one  patient 
scored  10  and  two  scored  9.  Total  scores  on  the  14  followup  patients  ranged  from  0 to  2.  Of 
the  14  patients,  9 are  now  abstinent.  Of  the  remaining  patients,  only  one  has  not  tried  to 
switch  the  goal  from  controlled  drinking  to  total  abstinence. 

During  treatment,  all  14  patients  who  came  6 or  more  times  developed  a good  capacity  to  estimate 
their  blood  alcohol  concentration  accurately.  With  training  and  experience,  all  those  who  per- 
sisted learned  to  recognize  cues  for  blood  levels  below  60  mg  per  100  ml.  Patients  completing 
the  full  12-week  program  were  convinced  they  had  reestablished  control  over  their  drinking. 
They  demonstrated  this  in  the  treatment  sessions,  and  the  drinking  diaries  and  reports  from 
families  and  physicians  provided  corroborative  evidence.  Patients  left  the  program  believing  they 
had  relegated  alcohol  to  a realistic  place  in  their  lives  and  could  keep  it  from  again  dominating 
them,  but  eventually  they  were  disappointed. 


CONCLUSIONS 

To  be  successful,  a controlled  drinking  program  must  require  that  patients  maintain  controlled 
drinking  patterns  indefinitely.  This  goal  was  not  achieved  in  this  study.  If,  as  could  be 
argued,  the  episodes  of  loss  of  control  in  this  group  of  would-be  controlled  drinkers  represent 
no  more  than  the  relapse  of  the  abstinent  alcoholic,  the  patients  would  be  willing  to  return  to 
controlled  drinking  patterns  repeatedly.  Instead,  most  patients  spontaneously  and  voluntarily 
decided  to  be  totally  abstinent.  Based  on  these  experiences  and  a long-term  followup,  further 
efforts  to  inculcate  controlled  drinking  by  such  methods  are  deemed  unjustified. 
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SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 


At  1 of  5 residential  programs  (Salvation  Army, 
public  hospital,  halfway  house,  milieu-oriented, 
and  aversion  conditioning):  milieu  therapy; 
individual  counseling;  group  counseling;  community 
meetings;  educational  lectures  and  films;  Alcoholics 
Anonymous;  fellowship  meetings;  Sunday  worship 
services;  recreational  activities;  spot  jobs;  voca- 
tional services;  community,  group,  and  family 
therapy;  vitamins,  antianxiety  medications,  and 
sedatives;  anticonvulsants 

Not  specified 

387 


SEX/AGE: 


Male  and  female;  age:  late  30s  to  mid  40s 


ETHNICITY: 

LOCALE: 


Not  specified 
Not  specified 


METHODOLOGY:  Multivariate  analysis 

INSTRUMENTS  USED:  Questionnaires;  BMDP2M  Cluster  Analysis  on 

Cases  Program;  Background  Information  Form; 
Followup  Information  Form 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  35 


PURPOSE 

Assuming  that  many  factors  play  a role  in  developing  and  maintaining  alcoholism  and  that  patients 
possess  different  combinations  of  resources  when  entering  treatment  programs,  this  study 
attempted  to  construct  a more  broadly  based  typology  than  the  personality-centered  taxonomies 
usually  generated  in  empirical  analyses.  Sociodemographic,  social-psychological,  and  social- 
environmental  variables  were  selected  as  typing  dimensions. 

The  study  spells  out  the  typology  by  relating  it  to  drinking  pattern  variables.  The  subtypes' 
differential  etiologies  are  explored  by  relating  them  to  antecedent  variables.  Prognoses  for  the 
subtypes  are  determined  from  associating  the  typology  with  treatment  outcome  across  several 
dimensions.  To  handle  the  issue  of  patient-treatment  congruence,  the  study  examines  the  dis- 
tribution of  subtypes  across  the  five  heterogeneous  treatment  programs  and  explores  type- 
treatment  interaction  effects  on  outcome  variables. 


METHODOLOGY 

The  original  sample  of  429  persons  had  been  successfully  followed  up  6 months  after  completing 
treatment  in  1 of  5 residential  treatment  programs.  The  387  persons  who  had  complete  data  on 
the  7 variables  chosen  as  typing  dimensions  composed  the  sample.  Five  treatment  facilities — 
Salvation  Army,  public  hospital,  halfway  house,  milieu-oriented,  and  aversion  conditioning — were 
chosen  because  of  their  varied  therapeutic  regimens  and  clientele. 
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Patients  in  a treatment  program  completed  a Background  Information  Form  at  intake,  and  each 
patient  supplied  information  on  a Followup  Information  Form  approximately  6 months  after  dis- 
charge. Patients  were  empirically  grouped  using  the  BMDP2M  Cluster  Analysis  on  Cases  program. 
In  this  procedure,  the  two  having  the  shortest  Euclidean  distance  between  them  are  clustered 
and  considered  as  one  case.  The  algorithm  continues  until  all  cases  are  grouped  into  one  cluster. 


RESULTS 

The  initial  cluster  analysis  identified  10  subtypes  of  patients.  Members  of  a smaller  cluster,  in 
two  instances,  were  merged  with  a larger  cluster  having  a similar  profile,  leaving  a final  set  of 
eight  types.  In  all,  338  persons  (or  87  percent  of  the  original  sample  with  complete  data)  were 
assigned  to  1 of  the  8 types.  To  check  on  the  adequacy  of  the  clustering  process,  the  study 
completed  a discriminant  function  analysis  using  the  seven  typing  dimensions  to  predict  cluster 
membership.  This  resulted  in  five  significant  discriminant  functions,  with  the  first  two  functions 
accounting  for  91  percent  of  the  variance  in  discriminating  (typing)  variables.  Overall,  the  clus- 
ter membership  of  87  percent  of  the  338  persons  was  classified  correctly,  with  the  percentages 
of  correct  classifications  for  individual  clusters  ranging  from  96  percent  for  cluster  6 to  66  per- 
cent for  cluster  7. 

The  eight  subtypes  were  grouped  into  two  broad  categories  based  on  social  competence:  "low- 

bottom"  types,  with  lower  social  competence;  and  "high-bottom"  types,  with  higher  social  compe- 
tence. Within  each  of  these  broad  categories,  three  of  the  types  are  oriented  in  terms  of  per- 
sonal resources  (low,  medium,  and  high).  The  fourth  type  within  the  low  and  high  social 
competence  groups  is  distinguished  by  a high  family  press  toward  drinking. 

The  study  examined  three  variables — age  independent  from  parents,  age  of  first  drunkenness, 
and  age  recognized  a drinking  problem — as  possible  factors  in  the  development  of  alcoholism  among 
the  subtypes.  The  configuration  among  these  variables  that  suggests  essential  alcoholism  is  inde- 
pendence from  parents  occurring  relatively  late  with  heavy  drinking  taking  place  early.  None 
of  the  eight  types  fits  that  pattern. 

As  expected,  the  high-bottom  types  showed  more  positive  outcome  across  the  dimensions  than 
did  the  low-bottom  clusters.  No  significant  relationship  was  found  between  the  typology  and 
either  sex  or  ethnicity.  Also,  no  significant  association  was  found  between  types  and  either 
religious  background  or  drinking  pattern  (e.g.,  binge  or  daily  drinking). 

Separate  one-way  analyses  of  variance  (ANOVAS)  were  run  for  the  five  outcome  variables — alco- 
hol consumption,  abstinence,  physical  impairment,  rehospitalization  for  alcoholism,  and  occupa- 
tional functioning — to  probe  the  eight  subtypes'  prognostic  utility.  As  expected,  the  high-bottom 
types  showed  more  positive  outcome  across  the  dimensions  than  did  the  low-bottom  clusters. 
Moreover,  to  determine  the  overall  relationship  between  typology  and  outcome,  a canonical  corre- 
lation analysis  was  computed,  yielding  an  R of  .44.  Analyses  of  covariance  determined  the  asso- 
ciation between  typology  and  outcome  with  preexisting  (intake)  differences  among  types  controlled. 
There  was  some  shrinkage  in  the  amount  of  variance,  accounted  for  by  the  physical  impairment 
and  occupational  functioning  typologies. 

A relationship  between  type  and  program  was  apparent,  with  the  low-bottom  types  tending  to  be 
located  in  the  Salvation  Army,  public  hospital,  and  halfway  house  programs.  The  high-bottom 
types  were  usually  found  in  the  milieu-oriented  and  aversion  conditioning  programs.  However, 
examination  of  possible  interaction  effects  of  patient  type  and  treatment  program  on  the  outcome 
variables  yielded  no  significant  interaction  effects. 


CONCLUSIONS 

Alcoholics  are  not  a homogeneous  population.  Overall,  results  indicate  that  within  various  highl- 
and low-bottom  types  of  alcoholics,  there  may  be  distinctive  preferences  for,  and  socially  struc- 
tured paths  to,  treatment.  They  also  suggest  that  patient-treatment  congruence  might  be 
increased  if  potential  clients  were  provided  with  more  detailed  information  concerning  a wide  range 
of  treatment  methods  and  allowed  to  select  a preferred  approach.  No  evidence  here  indicated 
that  the  five  treatment  programs  were  differentially  effective  for  different  patient  types. 
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Typoioyies  of  alcoholics  have  proliferated  in  recent  years.  Rather  than  merely  identify  homo- 
geneous subtypes,  researchers  should  use  typologies  to  explore  differential  etiologies  and  prog- 
noses and  to  search  for  differentially  effective  treatment  strategies. 
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Finney,  J.W.,  and  Moos,  R.H.  Characteristics  and  prognoses  of  alcoholics  who  become  moderate 
drinkers  and  abstainers  after  treatment.  Journal  of  Studies  on  Alcohol,  42 ( 1 ) : 94-1 05 , 1 981. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

1 of  5 residential  facilities  oriented  to  abstinence 

Patients  who  had  completed  treatment 

131 

Both  sexes  (79  percent  male); 
mostly  age  40  and  over 

Mostly  white 

Not  specified 

Comparative  study;  multivariate  analysis 
Family  Environment  Scale;  Work  Environment  Scale 
Not  specified 
29 


PURPOSE 

Disagreement  exists  regarding  whether  treated  alcoholics  can  successfully  engage  in  moderate 
drinking.  This  study  focuses  on  two  issues:  the  characteristics  that  differentiate  persons  who 

try  to  drink  moderately  after  alcoholism  treatment  from  those  who  try  to  abstain;  and  the  success, 
in  terms  of  relapse  rates  and  outcome  on  nondrinking  dimensions,  of  persons  who  adopt  each 
approach.  The  study  examines  the  relapse  rates  of  abstainers  and  two  groups  of  moderate  drink- 
ers: "early"  moderate  drinkers,  who  began  to  drink  in  a moderate  manner  within  6 months  after 

alcoholism  treatment,  and  "late"  moderate  drinkers,  who  waited  more  than  6 months  after  treat- 
ment before  trying  moderate  drinking.  Ex-patients  who  were  drinkers  and  abstainers  were  also 
compared  on  measures  of  physical  symptoms,  depression,  social  functioning,  and  occupational 
performance;  statistical  adjustments  for  the  differences  in  levels  of  functioning  at  intake  were 
made . 


METHODOLOGY 

The  subjects  were  131  patients  who  returned  to  their  families  after  treatment  in  1 of  5 residential 
treatment  programs  oriented  to  abstinence.  At  the  6-month  followup,  the  patients  were  grouped 
according  to  drinking  status.  Six-month  abstainers  reported  complete  abstinence  since  treatment. 
One-month  abstainers  had  consumed  alcohol  in  the  first  5 months  after  treatment,  but  not  durm  ] 
the  sixth  month.  Early  moderate  drinkers  consumed  less  than  5 ounces  of  absolute  alcohol  on  a 
typical  drinking  day  in  the  month  before  followup  and  had  a quantity-frequency  index  of  lev-, 
than  3 ounces  of  absolute  alcohol  per  day.  They  also  had  no  rehospitalization  and  no  serious 
symptoms  due  to  drinking.  Relapsed  drinkers  were  rehospitai ized  or  were  drinking  more  iie.ivil, 
than  moderate  drinkers.  At  the  2-year  followup,  subjects  were  classified  as  1-month  abstainers, 
late  moderate  drinkers,  and  relapsed  drinkers. 

Before,  during,  and  at  the  two  points  after  treatment,  subjects  were  measured  for  self-ratin  js 
of  extent  of  drinking  problem,  physical  symptoms,  previous  alcoholism  treatment,  prior 
at  Alcoholics  Anonymous  (AA)  meetings,  duration  of  previous  alcoholism  treatment,  and  m.-.r.  , 
drinking  by  the  spouse.  Other  areas  assessed  were  social  and  psychological  functionm  t r . t : 
ment  experiences,  aftercare,  posttreatment  family  environment,  life  changes,  and  wo;-  • . ■ 

ment. 
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RESULTS 


Most  of  the  patients  were  men  aged  40  or  older,  white,  and  educated  beyond  high  school.  At 
intake,  43  percent  of  the  patients  had  been  hospitalized  for  alcoholism  treatment  during  the  pre- 
ceding 3 years.  The  average  consumption  of  absolute  alcohol  on  a typical  drinking  day  during 
the  month  preceding  intake  was  14.3  ounces. 

At  the  6-month  followup,  58  persons  were  6-month  abstainers,  30  were  1-month  abstainers,  7 
were  early  moderate  drinkers,  and  36  had  relapsed.  The  moderate  drinkers  and  6-month  abstain- 
ers were  similar  on  demographic  variables,  but  before  treatment  the  moderate  drinkers  were  not 
misusing  alcohol  as  much  as  were  the  later  abstainers.  After  treatment,  early  moderate  drinkers 
returned  to  families  that  were  more  recreational ly  oriented  than  those  of  abstainers.  Spouses  of 
the  moderate  drinkers  were  more  likely  to  drink  limited  quantities  of  alcohol  (as  opposed  to 
abstaining  or  drinking  heavily)  than  were  those  of  abstainers.  The  work  environments  of  moder- 
ate drinkers  were  more  aversive  in  that  they  were  lower  in  involvement,  peer  cohesion,  and  staff 
support,  and  higher  in  work  pressure  and  control. 

Two  years  after  treatment,  at  least  15  of  the  6-month  abstainers,  or  29  percent  of  the  52  persons 
followed  up,  had  relapsed.  Five  of  the  six  not  contacted  had  died,  making  a maximum  relapse 
rate  for  the  6-month  abstainers  of  36  percent.  Six  of  the  seven  early  moderate  drinkers  were 
drinking  heavily  at  the  2-year  followup,  producing  a significantly  higher  relapse  rate  than  for 
the  abstainers.  Contacts  2 years  after  the  second  followup  (4  years  after  treatment)  with  12  of 
the  16  subjects  who  were  later  moderate  drinkers  revealed  that  5 had  relapsed. 

The  early  moderate  drinkers  had  fewer  physical  symptoms  than  did  the  abstainers  at  the  first 
followup  and  were  more  likely  to  be  employed  at  both  followups.  When  the  effects  of  functioning 
at  the  time  of  intake  to  treatment  were  controlled,  however,  the  differences  between  the  groups 
were  no  longer  significant.  The  outcome  scores  of  the  12  persons  contacted  4 years  after  treat- 
ment changed  only  slightly  from  those  at  the  2-year  followup,  and  the  differences  were  nonsig- 
nificant. 


CONCLUSIONS 

Persons  who  pursued  a moderate  drinking  course  tended  to  have  less  severe  drinking  problems 
at  intake,  to  have  received  less  prior  treatment  for  alcoholism,  and  to  have  a greater  sense  of 
well-being.  After  treatment,  the  family  environments  of  the  two  groups  were  similar,  except 
that  the  moderate  drinkers'  families  had  more  active  recreational  orientations,  and  their  spouses 
were  more  likely  to  drink  limited  quantities  of  alcohol.  The  work  environments  of  the  moderate 
drinkers  were  also  more  negative  than  those  of  the  abstainers.  The  persons  who  began  drinking 
moderately  within  6 months  after  treatment  had  a higher  relapse  rate  at  the  2-year  followup  than 
did  6-month  abstainers,  but  the  two  groups  did  not  differ  on  nondrinking  outcome  dimensions. 
The  higher  relapse  rate  of  the  early  moderate  drinkers  compared  to  late  moderate  drinkers  may 
have  been  due  to  factors  such  as  overconfidence  and  an  adverse  environment.  Even  though  the 
ex-patients  who  tried  to  drink  moderately  were  not  totally  successful,  programs  for  moderating 
problem  drinking  should  be  available.  Many  persons  treated  for  alcoholism  are  unable  to  remain 
abstinent,  and  some  people  have  shown  the  ability  to  control  drinking  that  was  previously  severe. 
Most  important,  some  persons  in  the  early  stages  of  alcoholism  who  are  reluctant  to  seek  tradi- 
tional treatment  because  of  its  abstinence  orientation  might  be  attracted  to  moderate  drinking 
programs  while  their  drinking  problems  are  more  amenable  to  successful  intervention. 
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Finney,  J.W.;  Moos,  R.H.;  and  Mewborn,  C.R.  Posttreatment  experiences  and  treatment  outcome 
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SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 


1 of  5 residential  programs  (Salvation  Army, 
public  hospital,  halfway  house,  milieu-oriented, 
aversion-conditioning) 

Released  alcoholic  inpatients 

113 


SEX/AGE: 

ETHNICITY: 

LOCALE: 


Males  and  females,  tending  to  be  middle-aged 
Mostly  white 
Not  specified 


METHODOLOGY:  Longitudinal  study;  correlational  analysis 

INSTRUMENTS  USED:  Background  Information  Form;  Followup  Informa- 

tion Form;  Family  Life  Questionnaire;  Family 
Environment  Scale;  Work  Environment  Scale; 
Health  and  Daily  Living  Form 


DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  48 


PURPOSE 

Using  longitudinal  data  collected  from  patients  6 months  and  2 years  after  treatment  in  one  of 
five  inpatient  alcoholism  programs,  this  study  addresses  three  areas  of  deficiency  in  evaluating 
alcoholism  treatment  programs.  First,  multiple  outcome  measures  are  generally  not  examined,  so 
that  little  is  known  about  the  interdependence  of  drinking  outcome  and  other  life  functioning 
areas  or  about  the  degree  to  which  improvement  in  drinking  behavior  is  associated  with  positive 
change  in  other  domains.  Second,  only  one  followup  of  treated  individuals  is  typically  conducted, 
so  that  data  on  the  stability  of  outcome  over  time,  particularly  in  areas  of  functioning  other  than 
drinking,  are  somewhat  scarce.  Third,  few  studies  have  focused  on  correlates  and  predictors 
of  treatment  outcome,  especially  on  factors  such  as  family  environments  and  life  change  events 
that  intervene  between  discharge  from  residential  treatment  and  followup. 


METHODOLOGY 

Participants  were  drawn  from  a larger  sample  of  429  persons  treated  for  alcoholism  at  one  of  five 
inpatient  facilities:  a Salvation  Army  program,  a public  hospital  unit,  a halfway  house,  a pri- 

vately operated  milieu-oriented  facility,  and  a private  aversion-conditioning  hospital.  Upon  com- 
pleting a followup  questionnaire  6 to  8 months  after  release  from  treatment,  the  157  patients  v.n  ■ 
had  returned  to  family  settings  were  asked  if  they  and  their  families  would  participate  in  an  addi- 
tional study.  A total  of  124  patients  and  their  families  participated  in  the  first  wave  of  data 
collection;  113  of  these  patients,  or  96  percent  of  the  118  persons  who  were  still  living,  were 
followed  up  18  months  later  and  constitute  this  sample.  The  alcoholic  patient  was  t h.  husband 
(N_  = 81)  or  wife  (N_  = 23)  in  104  of  the  113  families.  The  remainder  of  the  sample  included  >n. 
family  in  which  both  the  husband  and  wife  were  patients  and  seven  families  in  which  the  almi  i 
were  other  members.  The  severity  of  alcohol  abuse  in  this  sample  at  intake  is  illustrated  b , 
high  mean  alcohol  consumption — 13.8  ounces — and  by  hospitalization — 43  percent  d tin  eatn-i  t 
had  been  hospitalized  for  alcoholism  in  the  past  3 years. 
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At  intake,  a patient  completed  a Background  Information  Form  (BIF),  a structured,  self- 
administered  questionnaire.  Six  to  eight  months  following  treatment,  patients  completed  a Fol- 
lowup Information  Form  (FIF),  a questionnaire  identical  to  the  BIF.  About  1 month  later,  families 
were  mailed  a single  Family  Life  Questionnaire  (FLQ),  which  assessed  family  functioning  variables 
and  life  change  events.  The  patient  and  spouse  or  significant  other  each  received  a Family  Envi- 
ronment Scale  (FES),  which  assesses  perceived  family  social  climate.  Adults  who  were  employed 
in  nonsolitary  work  also  completed  a Work  Environment  Scale  (WES).  Approximately  2 years  after 
treatment,  or  18  months  after  the  first  followup,  patients  and  their  families  were  asked  to  com- 
plete the  FES  and  if  working,  the  WES.  Each  alcoholic  and  spouse  or  significant  other  was  sent 
a Health  and  Daily  Living  Form  (HDL),  a slightly  revised  version  of  the  FLQ.  The  following 
sets  of  posttreatment  experience  and  treatment  outcome  variables  were  assessed  at  the  6-month 
and  2-year  followups:  aftercare,  family  environment,  family  functioning  variables,  life  change 

events,  work  environment,  and  treatment  outcome  variables. 


RESULTS 

Better  functioning  in  an  area  correlated  generally  with  more  positive  outcome  in  all  other  areas, 
but  some  of  the  correlations  (especially  those  involving  social  and  occupational  functioning)  were 
not  statistically  significant.  Drinking  outcome,  as  indexed  by  alcohol  consumption,  was  signifi- 
cantly related  to  all  nondrinking  domains  except  occupational  functioning  at  the  6-month  followup, 
but  was  related  only  to  depression  at  2-year  followup.  One-month  abstinence  was  significantly 
associated  with  positive  outcome  in  all  areas  except  social  functioning  at  6 months  and  with  all 
measures  except  occupational  and  social  functioning  at  the  2-year  followup.  On  most  outcome 
variables  there  was  considerable  individual  change  between  the  two  followups. 

The  posttreatment  factors  of  aftercare,  family  environment,  family  functioning,  and  life  change 
events  accounted  for  an  increment  of  between  6.7  percent  and  25.8  percent  of  the  variance  in 
treatment  outcome,  compared  with  between  6.3  percent  and  26  percent  accounted  for  by  back- 
ground characteristics  and  intake  functions.  Thus,  posttreatment  factors  in  the  overall  cross- 
sectional  analyses  account  for  about  half  of  the  predictable  variance  in  treatment  outcome  and  in 
most  cases  provide  a significant  increment  in  explained  outcome  variation  over  that  accounted 
for  by  background  and  intake  symptom  variables  alone.  Overall,  predictive  relationships  in  the 
longitudinal  analyses  resembled  those  obtained  in  the  cross-sectional  analyses,  although  the  mag- 
nitude of  the  associations  tended  to  be  lower. 


CONCLUSIONS 

The  relationship  between  posthospitalization  factors  and  treatment  outcome  indicates  that  the  tra- 
ditional input-program-outcome  models  of  both  alcoholism  treatment  and  program  evaluation  are 
inadequate.  Therapeutic  efforts  must  deal  with  the  contexts  in  which  the  patient  functions  after 
treatment.  Similarly,  evaluation  research  paradigms  should  be  expanded  to  include  assessment 
of  the  multiple  settings  in  which  patients  are  located  after  treatment.  Additional  research  is 
needed  to  develop  more  differentiated  and  sensitive  measures  of  a wider  range  of  posttreatment 
factors  if  the  process  of  recovery  from  alcoholism  is  to  advance. 
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SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  At  8 clinics:  disulfiram,  outpatient  treatment, 

inpatient  treatment,  psychotherapy,  group  and 
milieu  therapy 


SAMPLE  TYPE: 


A Icoholics 


SAMPLE  SIZE:  797 

SEX/AGE:  Both  sexes  (1  in  6 female);  mostly  from  ages  30 

to  50 


ETHNICITY: 


White;  15  percent  black 


LOCALE:  Eastern  United  States  (east  of  the  Mississippi) 

METHODOLOGY:  Longitudinal  study;  multivariate  analysis 

INSTRUMENTS  USED:  Interviews;  treatment  records;  Intake  Information 

Form;  Treatment  Record  Form;  Out-Patient  Group 
Therapy  Form;  Case  Review;  Check  List;  New 
Case  List;  Old  Case  List;  Follow-Up  Review; 
Pre-Follow-Up  Review;  Follow-Up  Check  List; 
Follow-Up  Observation  Sheet;  Instruction  Manuals 


DATE(S)  CONDUCTED:  1959-61 

NO.  OF  REFERENCES:  47 


PURPOSE 

This  study  developed  research  instruments  for  followup  studies  of  patients  with  drinking  problems 
who  were  treated  in  outpatient  facilities  of  State-supported  alcoholism  programs.  These  instru- 
ments were  used  in  a followup  study  of  a diversified  population  of  alcoholics  treated  in  a variety 
of  settings  and  with  different  treatment  methods. 


METHODOLOGY 

Research  instruments,  including  intake  information,  case  review,  treatment  record,  and  group 
therapy  forms  were  refined  during  a four-part  pilot  study  conducted  in  clinics  in  four  major 
Eastern  cities.  Main  study  samples  consisted  of  the  first  nine  new  patients  seen  each  month  of 
a 12-month  period  at  the  eight  clinics  that  participated  in  the  intake  and  followup  phases  of  the 
study. 

Most  of  the  patients  reported  difficulties  associated  with  the  excessive  use  of  alcohol  for  more 
than  5 years.  Their  physical  health  was  not  impaired  except  for  transitory  disturbances  of  sleep 
and  appetite.  Drinking  was  most  often  solitary. 


RESULTS 

Only  about  20  percent  of  the  patients  attended  the  clinic  for  10  or  more  visits  or  continued  b> 
keep  appointments  as  long  as  6 months  after  their  initial  visits.  Many  patients  changed  signifi- 
cantly from  their  status  at  intake.  A very  few  had  died  in  the  interval  between  intake  and  fol- 
lowup; some  were  in  institutions.  Only  about  one-third  were  known  to  have  continued  to  be 
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problem  drinkers  in  the  community,  and  about  another  third  were  abstinent  or  controlled  drinkers. 
The  status  of  about  one-fourth  of  the  patients  was  unknown  because  they  could  not  be  traced 
or  they  refused  to  cooperate.  Improved  functioning  in  health,  social  stability,  interpersonal  rela- 
tionships, and  work  was  highly  associated  with  improvement  in  drinking  status. 

Very  few  of  the  patients  who  improved  could  be  regarded  as  changed  in  their  mental  health. 
They  continued  to  suffer  with  indications  of  maladaptation  or  mental  illness  such  as  seclusiveness, 
extreme  dependency,  character  eccentricities,  unmodified  involvements  in  pathologic  marital  rela- 
tionships, anxiety,  and  depression. 

Both  the  patients  and  clinics  emphasized  the  importance  of  changed  life  circumstances  or  of 
external  interventions  in  the  changed  drinking  behavior.  Modifications  in  self-awareness  or 
enhanced  self-esteem  acquired  through  relationships  with  the  clinics  or  with  a particular  thera- 
pist were  rarely  cited  as  factors  in  the  patient's  changed  drinking  behavior. 

The  most  successful  treatments  were  those  that  attempted  to  support  the  patient's  efforts;  the 
less  the  clinic  became  involved  in  the  patients'  underlying  determinants  of  their  symptoms,  rela- 
tionships, or  defenses,  the  more  likely  was  the  clinic's  success  in  changing  drinking  behavior. 


CONCLUSIONS 

A social  psychiatric  model  should  provide  the  structure  for  the  treatment  of  alcoholism  for  the 
socially  disestablished.  Preferential  admission  is  needed  for  patients  who  are  impaired  in  social 
stability.  Moreover,  they  should  be  admitted  to  the  hospital  in  the  same  community  in  which 
they  will  be  employed  and  reside. 

Hospitalization  should  be  longer  than  6 weeks;  3 to  6 months  would  be  a more  appropriate  mini- 
mum. Care  for  medical-psychiatric  problems  and  a program  of  relatively  intensive  group  and 
individual  education  and  therapy  and  recreational  and  vocational  activities  should  be  provided. 
A variety  of  intermediary  programs  (night  hospital,  day  hospital,  and  halfway  houses)  should 
be  developed.  Finally,  developing  a staff  able  to  accept  men  and  women  of  prolonged  deviant 
lifestyles  is  essential  to  the  success  of  such  a treatment  program. 
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PURPOSE 

More  attention  should  be  paid  to  the  need  for  meticulous  assessment  of  human  behavior  in  the 
treatment  of  addictive  diseases.  This  paper  examines  the  principles,  content,  and  process  of 
careful  assessment  of  addicted  individuals. 


SUMMARY 

A principal  reason  for  engaging  in  a careful  assessment  is  to  characterize  the  population  entering 
the  treatment  system.  This  results  in  useful  information  that  is  particularly  needed  for  rational 
planning  of  services.  Another  reason  for  meticulous  assessment  is  to  provide  a detailed,  cross- 
sectional  view  of  a given  individual  at  a particular  point  in  time.  Such  a careful  cross-sectional 
view  invites  comparisons  at  future  points  in  time  and  allows  a reasonable  judgment  of  the  direc- 
tion and  magnitude  of  any  change  to  be  made.  A final  reason  for  assessment  is  to  permit  a 
rational  choice  of  treatment  opportunities  to  be  made  from  among  the  many  that  exist. 

All  data  gathered  during  the  assessment  process  should  be  simple,  objective,  consistent,  quanti- 
fiable, and  recordable.  Moreover,  technicians  with  limited  training  should  be  able  to  administer 
assessment  material,  which  should  be  recorded  so  that  it  is  easily  transferable  to  a computer. 
Even  if  computer  equipment  is  not  currently  available,  the  data  should  be  translatable  to  simple 
terms  in  anticipation  of  possible  future  computer  use. 

The  content  of  the  assessment  process  may  include  a medical  evaluation,  historical  data,  drug 
experiential,  attitudinal  data,  social  interaction  behavior,  vocational  and  recreational  information, 
physiological  and  psychophysiological  data,  and  pharmacological  data.  However,  not  all  of  these 
areas  will  be  involved  in  every  assessment. 

The  medical  content  of  the  assessment  must  be  carefully  defined  to  ensure  a proper  diagnosis. 
The  Psychosocial  Data  Form  and  the  Social  Readjustment  Rating  Scale  can  both  be  used  to  n < .r<l 
and  quantify  major  life  events.  The  drug  experiential — or  the  degree  to  which  an  individual 
has  been  involved  in  taking  a drug — should  be  determined  regularly  with  extreme  accuracy  to 
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ensure  understanding  of  possible  medical  complications  as  well  as  likely  treatment  strategies  and 
prognoses.  The  Drug  Abuse  Treatment  Referral  System's  Scale  I,  the  Michigan  Alcoholism 
Screening  Test,  and  the  Alcoholic  Involvement  Scale  may  help  measure  alcohol  consumption. 

Drug  attitude  scales,  such  as  the  Purpose-In-Life  Scale,  may  help  predict  attrition  and  outcome. 
Social  interactional  measures  are  also  useful,  including  the  study  of  alienation  as  one  measure  in 
drug  users.  The  vocational  recreational  component  measures  how  individuals  use  their  time  at 
work  and  at  play,  and  should  be  used  routinely.  Physiological  and  psychophysiological  measure- 
ments may  speed  prediction  and  differential  assignment.  Moreover,  pharmacological  measures 
can  help  treatment  staff  determine  whether  or  not  a drug  ought  to  be  used  in  a given  case. 

Psychological  tests,  such  as  the  Rorschach,  the  Bender  Gestalt,  and  others,  are  an  optional  com- 
ponent of  the  assessment  model.  Their  complexity  may  render  these  instruments  useless,  how- 
ever, unless  used  cautiously.  Research — a final  component  of  the  assessment  model — should  be 
a regular  part  of  assessment  procedure,  since  the  search  for  improved  assessment  devices  must 
be  ongoing. 

Because  the  assessment  process  is  likely  to  be  complex,  it  should  be  conceptualized  as  a pre- 
dominantly inpatient  process.  A 72-hour  assessment  period  is  considered  reasonable  as  an  initial 
figure. 

Ideally,  assessment  tools  should  be  applied  by  separate  individuals.  These  persons  would  ensure 
that  the  process  is  completed  rapidly  and  effectively.  They  would  act  as  ombudsmen  and  systems 
brokers  for  patients,  and  would  be  responsible  for  synthesizing  all  they  have  learned  at  the  end 
of  the  process  to  arrive  at  the  best  treatment  plan. 

The  case  conference  would  conclude  the  assessment  process.  Assessment  management  personnel 
would  share  responsibility  with  the  most  experienced  clinical  staff. 

Ideally,  the  entire  assessment  process  would  be  handled  online  to  the  computer,  with  the  various 
items  for  different  components  of  the  assessment  generated  by  computer  and  displayed  on  remote 
terminals  to  patients  and  technicians;  patients'  responses  would  be  entered  through  the  terminal 
to  the  computer.  This  would  obviate  the  need  for  printed  forms,  permit  the  instantaneous  quan- 
tification of  results,  and  make  more  effective  use  of  all  the  information  at  hand  and  bring  the 
entire  experience  of  the  treatment  system  to  bear  on  an  individual  case. 

Other  persons  who  can  assist  the  assessment  process  are  the  primary  care  person  in  charge  of 
each  case  and  the  client,  who  is  in  the  best  position  to  influence  the  outcome  in  the  long  run. 
Moreover,  an  educational  program  for  patients  could  be  presented  at  night  to  discuss  treatment 
possibilities,  alcohol  and  drug  problems,  and  other  information.  Some  options  include  media 
presentations  with  trained  personnel  available  for  discussion  and  prepackaged  videotapes. 

CONCLUSIONS 

This  report  has  attempted  to  sketch  the  possible  dimensions  of  the  assessment  module  of  the  Core- 
Shell  treatment  system  model.  Although  assessing  people  is  never  easy,  the  attempt  must  be 
made  so  that  sense  can  be  made  of  the  addictive  problem.  Attempts  at  assessing  human  behavior 
will  tax  the  capacity  of  any  individual  or  group,  and  the  assessment  process  should  be  flexible 
and  should  be  altered  from  time  to  time.  It  will  require  many  hands  to  be  properly  formulated. 

A broad  survey  may  serve  as  a starting  point. 
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PURPOSE 

The  idea  that  solutions  should  be  tailored  to  particular  problems  is  not  a new  one,  although  in 
practice,  single  remedies  are  often  proposed  for  a variety  of  problems.  This  paper  examines 
some  general  aspects  of  efforts  to  match  treatments  with  specific  problems  related  to  alcohol  con- 
sumption. It  also  cites  some  research  that  tested  the  matching  hypothesis. 


SUMMARY 

General  Considerations 

While  it  is  generally  agreed  that  people  are  both  similar  to  one  another  in  some  respects  and 
unique  in  others,  the  issue  is  whether  similarities  or  differences  between  individuals  are  the  main 
determinants  of  the  type  of  treatment  and  the  outcomes  of  treatment.  Currently,  similarities 
are  assumed  to  be  dominant;  hence,  people  with  the  same  problems  are  dealt  with  in  the  same 
manner. 

However,  controlled  experimentation  related  to  alcohol  problems  has  suggested  that  the  results 
of  uniform  intervention  applied  across  the  board  are  no  better  than  those  achieved  with  minimum 
interventions.  These  results  support  a growing  consensus  that  the  differences  between  groups 
of  people  are  of  the  greatest  importance  to  the  outcomes  of  various  kinds  of  interventions  and 
hence,  that  the  interventions  should  not  be  uniform. 

In  addition  to  being  ineffective,  uniform  approaches  to  complex  problems  may  compound  the  gen- 
eral pessimism  about  the  effectiveness  of  treatments  by  obscuring  significant  interactions  between 
particular  subgroups  and  the  treatment  being  provided.  Considering  the  study  population  to  i . 
homogeneous  may  lead  to  an  incorrect  interpretation  of  the  results.  Careful  matching  of  < lient 
and  interventions  may  produce  superior  results. 

The  matching  hypothesis  has  at  least  three  major  variations.  Much  work  has  been  done  >n  the 
match  between  the  characteristics  of  clients  and  the  characteristics  of  therapists  and  ‘ .i  • 
with  such  matters  as  the  personalities  and  moral  values  of  the  patients  involved.  Another  type 
of  match  is  between  characteristics  of  clients  and  goals  of  treatment,  such  as  control U.-  i bio;  m : 
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or  lifetime  abstinence.  A third  approach  to  matching  focuses  on  problems  of  clients  and  specific 
capabilities  of  treatments. 

Regardless  of  the  type  of  match  under  study,  experiments  involving  matching  require  the  speci- 
fication of  clients,  therapists,  interventions,  and  goals,  at  least  along  the  dimensions  considered 
crucial  to  outcome.  If  possible,  sound  theoretical  reasons  for  supposing  that  a match  exists 
should  be  stated  as  well.  Once  the  treatment-seeking  population  is  properly  screened,  charac- 
terized, and  classified,  it  should  be  randomly  distributed  among  the  conditions  of  the  experiment. 
One  condition  should  be  minimal  care,  a more  ethical  control  condition  than  a no-care  group. 
Adequate  time  for  followup  should  also  be  provided. 


The  Matching  Hypothesis:  Evidence  from  Alcohol  Studies 

A major  factor  inhibiting  matching  studies  in  the  field  of  alcoholism  is  the  widespread  belief  that 
outcomes  are  largely  the  result  of  pretreatment  client  characteristics.  However,  a recent  careful 
study  of  429  clients  seen  at  5 different  treatment  facilities  in  the  same  geographic  area  revealed 
that  client  characteristics  accounted  for  only  15  to  33  percent  of  the  variance.  More  sophisti- 
cated statistical  methods  suggested  that  a much  larger  proportion  of  variance  in  outcome  was 
due  to  program  factors. 

Four  experimental  studies  have  produced  inconclusive  results  about  the  matching  hypothesis, 
although  they  have  implications  for  future  research.  A 1950  study  on  the  use  of  disulfiram 
(Antabuse),  conditioned  reflex  therapy,  group  hypnotherapy,  and  milieu  therapy  in  178  male 
inpatients  who  were  randomly  assigned  showed  a scatter  of  improvement  rates  across  psychiatric 
diagnoses,  suggesting  matching  effects.  A study  20  years  later  of  100  married  male  alcoholics 
showed  no  difference  between  those  receiving  treatment  and  those  receiving  only  advice,  indi- 
cating the  ineffectiveness  of  giving  the  same  treatment  indiscriminately  to  all  patients.  A double- 
blind study  examined  the  use  of  lithium  in  38  inpatient  alcoholics,  some  of  whom  were  depressed. 
Simple  analysis  showed  that  patients  receiving  lithium  spent  half  as  many  days  drinking  as  did 
those  receiving  placebo.  However,  further  analysis  showed  a highly  significant  reduction  among 
depressed  patients  receiving  lithium,  but  an  increase  in  days  drinking  among  nondepressed 
patients  taking  lithium.  A fourth  study  of  94  clients  involved  the  matching  of  therapy  to  the 
patient's  conceptual  level — their  cognitive  and  motivational  aspects  of  personality  orientation. 
Those  with  lower  conceptual  levels  were  matched  to  more  structured  therapy;  those  with  higher 
conceptual  levels,  to  nondirective  or  less  structured  therapy.  Clients  matched  to  both  therapy 
and  aftercare  did  the  best,  followed  by  clients  matched  to  therapy  alone  or  aftercare  alone,  who 
in  turn  did  better  than  mismatched  clients. 


CONCLUSIONS 

While  the  research  suggests  support  for  the  matching  hypothesis,  it  is  not  definitive  proof. 
Further  research  that  uses  a systematic  approach  producing  a close  interaction  between  treat- 
ment and  research  is  needed.  The  Clinical  Institute  of  the  Addiction  Research  Foundation  in 
Toronto,  Canada,  has  been  designing,  testing,  and  implementing  such  a system  for  some  time. 
All  clients  enter  the  system  through  a single  point,  with  a primary  care  worker  who  manages 
the  client's  care.  Clients  are  screened  prior  to  treatment  by  personnel  not  involved  in  treat- 
ment. The  Institute  also  has  a permanent,  full-time  followup  unit.  The  research  system  pro- 
vides reliable  and  consistent  basic  services  of  primary  care,  assessment,  and  followup  to  all 
investigators  and  is  designed  to  facilitate  pretest  and  posttest  experimental  designs.  This 
approach  should  allow  effective  and  efficient  treatment  and  research  that  produces  the  least  pos- 
sible difficulties  for  investigators,  therapists,  and  clients. 
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PURPOSE 

This  article  examines  why  researchers  should  further  question  the  effectiveness  of  Alcoholics 
Anonymous  (AA)  in  treating  alcoholics.  It  suggests  methods  that  can  be  used  to  conduct  a fair 
trial  of  AA  in  order  to  ascertain  its  real  importance  to  the  treatment  field. 


SUMMARY 

AA  holds  a preeminent  position  in  the  overall  effort  to  treat  alcoholics.  There  are  AA  chapters 
in  90  countries,  and  its  active  membership  is  estimated  at  one-half  million.  The  total  number  of 
persons  treated  by  AA  may  be  in  the  tens  of  millions.  AA's  treatment  approach  has  influenced 
and  continues  to  shape  other  independent  treatment  programs.  It  is  beyond  a doubt  the  dominant 
treatment  initiative  in  the  field.  Therefore,  asking  about  its  effectiveness  is  a reflection  of  that 
stature. 

The  question  should  be  asked  because  it  has  not  yet  been  answered.  An  examination  of  the  lit- 
erature shows  that  the  efficacy  of  A A has  not  been  proved,  that  A A has  not  been  demonstrated 
to  be  effective  beyond  what  might  be  expected  by  chance. 

Researchers  at  least  must  ask  for  whom  AA  works  and  in  what  ways.  AA  clearly  does  little  for 
some  problem  drinkers  but  is  very  effective  for  others.  AA  helps  to  control  drinking  in  some 
members  but  fails  to  solve  others'  depression  or  increase  their  social  skills. 

By  probing  deeper  into  AA's  treatment  success,  researchers  can  learn  when  to  use  AA  to  optimum 
therapeutic  advantage  and  when  not  to  use  it.  Any  treatment  method  powerful  enough  to  effei  t 
a good  result  can  also  effect  harm  if  not  appropriately  used.  It  is  a common  clinical  experiom.i- 
to  encounter  individuals  whose  alcoholism  has  been  intensified  by  exposure  to  AA,  perhaps 
because  they  believe  that  failure  to  succeed  in  AA  translates  to  failure  with  another  treatmon: 
approach . 

Delineating  that  subgroup  in  the  overall  population  of  those  with  alcohol  problems  for  wlm  h A A 
is  most  effective  may  have  a positive  effect  on  future  research.  It  may  show  that  other  sub- 
groups can  be  selected  for  other  specific  treatment.  Such  work  may  help  those  hoping  : » • • 

how  to  match  specific  individuals  to  treatments  of  value  to  them. 
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In  order  to  answer  these  questions,  more  specific  inquiries  of  AA  must  be  made.  Researchers 
need  to  specify  the  dimensions  along  which  AA  might  affect  its  members,  the  characteristics  of 
those  affected,  the  circumstances  within  which  particular  effects  might  occur,  and  the  time 
periods  within  which  effects  might  occur  and  persist. 

Since  multiple  outcomes  of  any  intervention  with  alcoholics  should  be  assessed,  both  self-  and 
collateral  reports,  backed  by  record  searches  and  medical  tests,  should  be  used  to  assess  drink- 
ing and  drug  use.  Multiple  information  sources  should  be  used  to  assess  psychological,  social, 
and  economic  functioning.  Outcome  measures  should  be  quantifiable,  operationally  defined,  and 
continuous  rather  than  categorical,  if  possible.  Self-reports  of  sobriety  are  insufficient;  other 
sources  for  gathering  more  detailed  drinking  data  are  needed. 

Every  effort  should  be  made  to  obtain  valid  indicators  of  the  ways  in  which  other  problem  behav- 
iors covary  with  AA  involvement.  The  use  of  tranquilizers,  the  drinking  of  coffee,  and  the 
smoking  of  cigarettes  should  be  considered.  How  involvement  in  AA  contributes  to  psychological 
growth  and  the  development  of  social  skills,  particularly  among  depressed  or  socially  incompetent 
persons,  should  be  measured. 

The  characteristics  of  problem  drinkers  best  suited  to  AA  need  to  be  more  clearly  defined,  and 
the  specific  effects  that  AA  involvement  may  have  on  problem  drinkers  with  these  and  other  char- 
acteristics need  to  be  determined.  Environmental  factors  conducive  to  AA  affiliation  and  other 
life  events  need  to  be  explored  and  specified  in  future  research. 

Studies  should  consider  the  time  intervals  within  which  particular  effects  are  sought  or  might 
be  expected  to  last.  Long-term  followup  studies  are  needed  because  treatment  outcomes  are  not 
always  stable. 

Research  on  the  efficacy  of  AA  is  hampered  by  the  voluntary  and  informal  nature  of  the  move- 
ment, the  absence  of  membership  lists,  and  poor  documentation.  However,  with  some  ingenuity 
and  effort,  AA's  real  effects  can  be  determined. 

The  best  research  designs  for  studying  AA  from  the  referral  agencies'  point  of  view  are  the  non- 
equivalent control  group  design,  the  multiple  time-series  design,  and  the  randomized  control 
group  design.  The  first  two  designs  compare  groups  for  regular  members,  those  who  fail  to 
attend  after  being  referred,  and  those  who  show  poor  attendance.  These  two  designs  are  prefer- 
able to  designs  using  different  comparison  groups.  The  multiple  time-series  design,  in  particular, 
is  powerful  because  the  availability  of  multiple  datapoints  before  and  after  intervention  allows 
for  control  of  any  differences  in  regression  characteristics  of  the  experimental  and  control  groups. 
Multiple  data  points  could  be  obtained  by  taking  a detailed  history  at  assessment  and  monitoring 
relevant  behaviors  on  a monthly  or  weekly  basis  for  a long  followup  period. 

Current  studies  have  suffered  from  meager  baseline  assessment,  inadequate  followup,  and  the 
use  only  of  univariate  statistics.  Replications  of  longitudinal  studies  that  correct  for  these  draw- 
backs would  be  useful. 

Random  control  group  designs  involving  AA  would  use  as  controls  for  AA  referral  members  those 
alcoholics  chosen  from  the  same  intake  population  but  randomly  assigned  to  some  other  alternative 
to  AA.  Problems  of  attrition  from  AA  and  other  programs  would  be  handled  as  in  any  other  con- 
trolled study.  Such  controlled  studies  could  be  carried  out  by  any  agency  with  assessment, 
referral,  and  followup  resources. 

The  preferred  method  for  assessing  AA's  effectiveness  would  select  subjects  most  likely  to 
achieve  a positive  result  from  affiliation  with  AA.  They  would  be  randomly  assigned  to  AA,  to 
one  or  more  alternative  interventions,  and  to  a control  condition.  All  subjects  would  be  followed 
carefully  for  at  least  18  months;  they  would  be  required  to  keep  careful  track  of  their  A A attend- 
ance, using  diaries  provided.  At  periodic  intervals,  both  their  involvement  with  AA  and  their 
progress  with  respect  to  amount  and  type  of  alcohol  consumption  and  its  consequences,  as  well 
as  other  functioning  parameters,  would  be  evaluated.  Thus,  researchers  could  judge  the  relative 
efficacy  of  AA  compared  with  a control  condition  and  other  interventions.  Researchers  might 
also  add  another  group  of  clients  not  having  characteristics  associated  with  success  in  AA,  assign 
them  randomly  to  all  conditions  of  the  experiment,  and  follow  them  up  in  the  same  manner. 
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CONCLUSIONS 


Whether  the  method  of  analyzing  AA  as  described  would  be  effective  depends  on  many  factors. 
Even  the  most  carefully  designed  experiment  has  problems.  Moreover,  because  AA's  venue  is 
so  broad  and  alcohol  problems  are  so  diverse  and  variable,  more  than  one  study  would  have  to 
be  conducted. 

What  is  important  is  not  achieving  success  but  making  the  investigative  attempt.  Not  making 
any  attempt  to  answer  important  questions  about  AA's  effectiveness  is  the  beginning  of  the  end 
for  any  field  that  aspires  to  be  based  on  science. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 
General 
Alcoholics 
Not  applicable 
Not  applicable 
Not  applicable 
Not  applicable 
Theoretical /critical  review 
Not  applicable 
Not  applicable 
21 


PURPOSE 

Many  studies  have  shown  that  alcoholism  treatment  is  associated  with  improvement.  Some  studies 
also  show  a relationship  between  improvement  and  the  amount  of  treatment  received.  However, 
these  studies  have  been  questioned  on  methodological  grounds  and  therefore  seen  as  failing  to 
provide  definitive  experimental  proof  that  treatment  is  better  than  no  treatment  or  that  one  treat- 
ment is  better  than  another.  To  meet  standards  for  experimental  research,  it  would  be  necessary 
to  match  representative  samples,  to  randomly  assign  alcoholics  to  groups,  to  randomly  assign  or 
match  therapists,  and  to  use  independent  followup  using  reliable  criteria.  Such  studies  do  not 
exist.  Clinical  situations  make  it  difficult  to  attain  these  standards. 

This  paper  examines  some  of  the  real  patient,  treatment,  and  criterion  problems  involved  in  trying 
to  evaluate  alcoholism  treatment  results.  It  also  suggests  some  approaches  for  gathering  research 
data  within  the  limits  of  clinical  reality. 


SUMMARY 

Patient  groups  available  for  study  are  restricted  because  of  the  wide  variety  of  services  chosen, 
the  fact  that  many  alcoholics  do  not  seek  treatment  facilities,  and  the  ethical  and  practical  prob- 
lems involved  in  random  assignment.  Matching  efforts  are  hampered  by  lack  of  knowledge  about 
which  variables  may  be  important  and  uncertainty  about  the  predictive  power  or  reliability  of 
variables.  Similar  problems  occur  in  trying  to  choose  and  define  treatments  and,  particularly, 
in  trying  to  measure  treatments.  An  additional  set  of  problems  is  encountered  in  choosing,  defin- 
ing, quantifying,  and  reliably  measuring  outcome  variables. 

Experimental  designs  are  inadequate  in  situations  in  which  it  is  impossible  to  draw  representative 
random  samples.  These  procedures  are  also  frequently  inapplicable  if  some  of  the  relevant  vari- 
ables, specific  populations,  or  measurement  instruments  have  not  yet  been  clearly  defined.  In 
clinical  studies  of  alcoholism,  much  nonexperimental , observational,  and  evaluative  work  is  needed 
to  reduce  population  variation,  identify  variables  that  are  relevant  to  outcome,  and  standardize 
the  measurement  of  outcome. 
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Despite  the  limited  applicability  of  experimental  designs,  treatment  evaluation  should  not  return 
to  anecdotal  reports.  Instead,  a more  realistic  view  is  needed  of  the  problems  that  are  inherent 
in  clinical  evaluations.  Also  needed  is  a more  reasonable  set  of  methodological  criteria  for  assess- 
ing studies  of  treatment  outcome.  Exact  precision  and  absolute  certainty  are  not  needed.  Taken 
together,  for  example,  the  265  studies  reviewed  by  Emrick  strongly  indicated  that  treatment  is 
effective.  Similarly,  the  study  by  Edwards  and  others  shows  that  advice  alone  is  helpful  for  a 
certain  group  of  individuals,  not  that  alcoholism  treatment  is  generally  ineffective. 

The  many  patient,  treatment,  and  criterion  problems  should  be  seen  as  interesting  and  challeng- 
ing research  questions  about  alcoholics,  treatment  approaches,  and  outcome  criteria  that  must 
be  described  and  classified  before  the  research  examines  more  focused  questions  about  relation- 
ships and  causal  connections.  There  are  many  possible  characteristics  of  patients  that  are  related 
to  deciding  to  enter  treatment,  choosing  a treatment  program,  and  succeeding  in  any  treatment 
program  or  in  a specific  treatment  program.  Kissin  has  shown  that  social  stability,  intelligence, 
and  motivation  are  general  prognostic  factors.  Additional  measures  may  be  needed.  Thornton 
and  others  found  that  a measure  of  current  coping  capacity  was  a promising  predictor  of  treat- 
ment outcome.  The  development  of  the  Addiction  Severity  Index  is  another  recent  and  promising 
approach.  More  needs  to  be  known  about  the  components  of  treatment  programs  and  their  rela- 
tive effectiveness.  Both  patient  and  treatment  factors  must  be  considered.  Using  a standardized 
data  base  on  patients  and  a profile  of  a program's  treatment  methods,  nonexperimental  statistical 
designs  may  form  the  basis  of  analysis  of  patient  characteristics  predictive  of  good  outcome  and 
of  the  relative  effectiveness  of  treatments.  While  not  fully  comparable  to  experimental  procedures, 
this  approach  provides  useful  information  without  elaborate  and  artificial  experimental  manipula- 
tions. Using  this  approach,  Cronkite  and  Moos  concluded  that  treatment  outcome  is  related  to 
patient  characteristics,  the  type  of  treatment  program,  and  interactions  between  types  of  patients 
and  types  of  programs. 

Several  approaches  may  also  be  used  to  deal  with  criterion  problems.  Self-reports  have  been 
found  to  be  more  reliable  than  often  assumed.  Followup  studies  could  seek  information  about 
psychosocial  behaviors  as  well  as  drinking  to  permit  analyses  of  both  types  of  behaviors.  The 
analytic  problems  resulting  from  the  low  percentage  of  followup  responders  can  be  reduced  by 
using  objective,  reliable,  and  quantifiable  instruments  and  by  using  the  same  instruments  at 
intake  and  at  followup.  The  people  administering  these  instruments  should  be  independent  of 
the  treatment  team. 


CONCLUSIONS 

Even  though  the  standards  of  laboratory  research  are  not  possible  for  outcome  studies  of  alco- 
holism treatment  programs,  it  is  possible  to  do  careful,  rigorous,  and  systematic  studies  and  to 
contribute  to  scientific  knowledge  regarding  patients,  treatments,  and  their  interactions  in  rela- 
tion to  outcome  results.  The  standards  of  experimental  research  are  too  restrictive  and  are  not 
always  necessary,  applicable,  or  adequate.  In  addition,  their  misapplication  may  result  in  over- 
looking or  misinterpreting  important  clinical  findings.  Despite  methodological  problems,  evaluation 
of  alcoholism  treatment  has  experienced  much  progress  and  now  has  available  both  imaginative 
ideas  and  more  focused  research  questions. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


Alcohol 

Controlled  drinking 

Alcoholics;  problem  drinkers 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review; 
literature  review 


INSTRUMENTS  USED:  Not  applicable 

DATE(S)  CONDUCTED:  Not  applicable 

NO.  OF  REFERENCES:  444 


PURPOSE 

Abstinence  has  long  been  regarded  as  essential  to  the  alcoholic's  recovery.  Yet  another  treat- 
ment method — controlled  drinking — may  also  be  effective. 

This  book  looks  at  issues  relating  to  how  alcoholics  or  problem  drinkers  acquire  or  resume  pat- 
terns of  controlled  or  harm-free  drinking.  The  text  examines  the  origin  and  methods  of  con- 
trolled drinking  treatments  and  evaluates  controlled  drinking  methods. 


SUMMARY 

The  belief  in  lifelong  abstinence  is  based  on  the  idea  that  alcoholics  have  a biogenetic  defect 
that  makes  them  react  differently  to  alcohol  than  nonalcoholics,  that  alcoholics  undergo  a per- 
manent physiological  change  as  a result  of  chronic  alcoholism,  and  that  clinical  experience  with 
alcoholics  points  to  the  need  for  abstinence. 

Studies  have  shown  that  normal  drinking  among  recovered  alcoholics  is  possible.  Moreover,  signs 
of  loss  of  control  and  craving  are  no  longer  irreversible  properties  of  the  alcoholic's  drinking 
behavior.  The  concept  of  craving  has  phenomenological  validity  as  a short-hand  description  of 
the  alcoholic's  experience  of  minor  withdrawal  symptoms,  but  in  both  physiological  and  conditioned 
senses,  craving  is  clearly  reversible.  Relapse  after  drinking  following  an  extended  period  of 
abstinence  is  more  likely  to  be  explained  by  a sociopsychological  model  with  behavioral  and  cog- 
nitive referents. 

A controlled  drinking  treatment  goal  may  be  advantageous  in  the  sense  that  adoption  of  total 
abstinence  is  a deviant  role  that  might  attract  other  social  living  problems.  Moreover,  evidence 
suggests  that  the  abstinent  alcoholic  may  be  subject  to  periodic  episodes  of  fatigue  and  depres- 
sion and  that  enforced  abstinence  may  have  disastrous  results  for  the  personality  organization 
of  some  persons.  Abstinence  and  improvement  in  life  functioning  exhibit  a low  correlation,  and 
abstinence  may  introduce  psychological  or  sociophysiological  problems  that  make  relapse  more 
likely.  Further,  there  are  methodological  problems  with  studies  suggesting  that  abstainers  were 
slightly  superior  to  normal  drinkers  on  psychosocial  adjustment  measures. 

The  abstinence  requirement  may  also  hamper  attempts  to  change  alcoholics'  drinking  behavior. 
Many  alcoholics  will  defer  treatment  until  their  problem  has  reached  such  a serious  stage  that 
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tlic*  abstinence  requirement  is  applied.  Finally,  controlled  drinking  goals  may  be  worthwhile  for 
alcoholics  who  may  never  be  abstinent  or  able  to  control  their  drinking  within  strict  limits. 

Psychological  principles  applied  to  alcoholism  include  classical  conditioning  theory  and  cognitive 
theory,  among  others.  No  evidence  exists  that  classical  conditioning  is  in  itself  effective  or 
harmful.  Traditional  group  therapy  methods  can  be  successful  in  controlling  alcohol  intake  as 
well  as  the  occurrence  of  intrapsychic  changes. 

A review  of  controlled  drinking  treatments  for  problem  drinkers  indicates  that  consumption  levels 
can  be  significantly  reduced  by  brief  intervention  by  paraprofessional  therapists.  Self-help  man- 
uals and  self-monitoring  procedures  appear  to  be  the  least  expensive  and  simplest  effective  inter- 
vention yet  devised.  Moreover,  abstinence  appears  to  be  an  inappropriate  treatment  goal  for 
most  problem  drinkers,  who  rarely  abstain  following  controlled  drinking  treatment. 

The  wish  to  aim  for  moderation,  which  exists  among  15  to  37  percent  of  alcoholic  inpatients, 
should  be  enough  grounds  for  such  a treatment  except  where  contraindicated  by  the  presence 
of  liver  disease  or  other  serious  physical  problems.  Other  characteristics  favoring  moderation 
goals  among  men  are  low  to  moderate  severity  of  drinking  symptoms,  younger  age,  regular 
employment,  and  low  frequency  of  contact  with  Alcoholics  Anonymous. 


CONCLUSIONS 

A new  paradigm  for  alcoholism  is  a conception  of  alcohol  abuse  grounded  in  learning  theory,  which 
begins  with  the  assumption  that  the  drinking  behavior  of  most  alcoholics  is  modifiable.  Drinking 
is  modifiable  by  therapy  as  well  as  without  any  technical  assistance.  The  paradigm  also  assumes 
that  there  is  no  essential  and  qualitative  discontinuity  between  alcoholics'  drinking  behavior  and 
drinking  behavior  in  general.  The  paradigm  will  eventually  rely  more  on  well-designed  experi- 
mental investigations  and  will  be  more  responsive  to  properly  collected  empirical  evidence. 

The  report  concludes  that  controlled  drinking  should  be  the  rule  and  abstinence  the  exception 
in  alcohol  treatment.  Only  exceptional  circumstances  would  warrant  a return  to  abstinence. 

These  could  be  a physiological  abnormality  that  makes  abstinence  imperative  or  a need  for  absti- 
nence during  the  period  immediately  following  initial  abstinence  when  physical  dependence  may 
remain . 

The  public  and  professionals  are  confused  over  the  issue  of  whether  or  not  alcoholism  is  a 
disease.  More  appropriate  responses  to  alcoholism  and  to  other  forms  of  social  deviance  must  be 
developed  rather  than  just  labeling  alcoholism  as  a disease. 

Treatment  is  probably  one  of  the  least  important  determinants  of  recovery  from  alcoholism.  Major 
life  circumstances,  such  as  marriage  and  employment,  are  of  much  more  importance.  Controlled 
drinking  treatments  are  likely  to  add  to  the  effectiveness  of  therapeutic  interventions  with  alco- 
holics and  problem  drinkers.  Brief  and  cost-effective  intervention  with  problem  drinkers  in  par- 
ticular can  significantly  reduce  consumption.  Such  treatments  operate  within  a learning  framework, 
which  is  probably  more  acceptable  to  those  suffering  only  moderate  problems  than  is  a sickness 
framework.  Community  education  facilities  and  other  interventions  are  a natural  consequence  of 
a learning  model  of  alcohol  problems  where  treatment  and  education  are  not  conceptually  distinct 
and  may  be  implemented  by  paraprofessionals  with  a minimum  of  training. 

Alcoholism  treatment  services  should  diverge  in  two  directions,  while  being  unified  by  a common 
learning  theory  of  alcohol  problems.  One  direction  is  toward  brief,  didactically  structured  inter- 
ventions carried  out  by  nonspecialists  in  community  settings  and  aimed  at  drinkers  with  less 
serious  problems.  The  other  is  a move  toward  specialist-intensive  treatment  in  which  more  seri- 
ously handicapped  alcoholics  may  be  given  help,  including  regulated  drinking  practice.  These 
intervention  models  should  also  be  routinely  evaluated. 
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SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Counseling;  biofeedback; 

controlled  drinking 

SAMPLE  TYPE: 

Males  with  high  levels  of  serum- 
gamma-glutamyltransferase 

SAMPLE  SIZE: 

585,  later  reduced  to  473 
212  controls) 

(261  intervention. 

SEX/AGE: 

Males;  aged  about  41-53 

ETHNICITY: 

Not  specified 

LOCALE: 

Malmo,  Sweden 

METHODOLOGY: 

Longitudinal  study 

INSTRUMENTS  USED: 

Laboratory  examinations; 

questionnaires 

DATE(S)  CONDUCTED: 

1974-79  plus  2-  to  6-year  followup 

NO.  OF  REFERENCES: 

33 

PURPOSE 

Early  detection  and  treatment  of  drinking  problems  and  alcoholism  in  the  preclinical  stages  are 
needed,  in  view  of  findings  in  followup  studies  that  over  periods  of  7 to  10  years  more  than  half 
of  alcoholics  either  go  into  remission  or  die.  Emrick's  1975  review  suggested  that  formal  treat- 
ment at  least  increases  an  alcoholic's  chances  of  reducing  the  drinking  problem,  even  though  no 
evidence  favors  a specific  type  of  treatment.  Recent  literature  has  also  indicated  that  treatment 
of  heavy  drinking  may  prevent  the  development  of  overt  alcoholism  and  that  controlled  social 
drinking  is  a relevant  treatment  goal  in  subgroups  of  alcoholics. 

This  paper  reports  on  the  results  of  a continuing  screening  and  intervention  program  being  con- 
ducted in  Malmo,  Sweden.  The  program  aims  to  identify  heavy  drinkers  among  healthy  middle- 
aged  men  and  to  intervene  in  their  drinking  habits  and  incipient  drinking  problems.  The  pro- 
gram rests  on  the  principles  of  open  discussion  and  patient  access  to  control  measurements,  as 
previously  used  in  the  treatment  of  hypertension  and  hyperlipidemia. 


METHODOLOGY 

All  1 1 ,642  male  residents  of  Malmo  born  from  1926  through  1933  were  invited  to  a planned  screen- 
ing program  at  the  Department  of  Preventive  Medicine  between  October  1974  through  November 
1979.  A total  of  8,859  men  attended  the  screening,  which  aimed  to  deal  with  health  risks  related 
to  cardiovascular  disease,  diabetes,  and  heavy  drinking.  The  screening,  conducted  after  an 
overnight  fast,  included  a questionnaire,  weight  and  height  measurements,  pulse  and  blood  pres- 
sure registration,  an  oral  glucose  tolerance  test,  and  other  laboratory  analyses.  To  identify 
heavy  drinkers,  the  enzyme  serum-gamma-glutamyltransferase  (GOT)  was  analyzed.  All  men  in 
the  top  decile  of  the  GGT  distribution,  which  has  previously  been  reported  to  be  associated  with 
moderate  to  heavy  drinking,  were  screened  again  within  3 weeks.  A total  of  585  individuals  with 
high  GGT  values  but  without  hypertension  were  investigated  further.  The  subjects,  except  those 
from  a pilot  study  of  the  1 926  birth  cohort,  were  randomly  assigned  to  the  intervention  group 
or  the  control  group.  The  subjects  in  the  intervention  group  were  further  investigated,  and  75 
percent  of  them  were  judged  to  have  elevated  GGT  values  caused  by  alcohol  consumption.  These 
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individuals  were  repeatedly  encouraged  to  lower  their  overall  alcohol  consumption,  and  GGT  meas- 
urements were  used  as  a biofeedback  method  in  the  treatment  program.  Counseling  focused  on 
living  habits.  A treatment  goal  of  moderate  drinking  rather  than  complete  abstinence  was  agreed 
upon.  The  monthly  tests  and  counseling  became  less  frequent  as  the  GGT  value  stabilized  at 
an  acceptable  level.  The  controls  received  a letter  telling  them  to  be  restrictive  with  their  alco- 
hol consumption  and  that  they  would  receive  new  invitations  for  measurements  of  their  liver 
enzymes  after  2,  4,  and  6 years.  Both  the  intervention  and  control  groups  were  followed  over 
a 2-  to  6-year  period. 

RESULTS 

A total  of  22  percent  of  the  study  group  dropped  out  within  24  months.  The  261  men  in  the 
intervention  group  and  the  212  men  in  the  final  control  group  gave  similar  answers  to  the  ques- 
tions in  the  screening  questionnaire. 

Two  and  four  years  after  the  screening  evaluations,  the  GGT  values  in  both  groups  were  sig- 
nificantly decreased.  The  two  groups  differed  significantly,  however,  with  respect  to  three 
areas:  hospitalization,  absenteeism  due  to  sickness,  and  mortality.  The  intervention  group's 

sick  days  per  individual  increased  a total  of  5.3  days  per  year,  while  the  control  group's  sick 
days  increased  by  27.2  days.  The  subjects  in  the  intervention  group  also  had  60  percent  fewer 
hospital  days  during  the  5 years  and  half  as  much  mortality. 


CONCLUSIONS 

The  intervention  program  was  effective  in  preventing  medical  and  social  consequences  of  heavy 
drinking.  The  GGT  measurement  is  a practicable  and  inexpensive  means  of  monitoring  compliance 
and  is  a useful  biofeedback  technique  that  gives  patients  information  and  positive  reinforcement. 
Findings  indicate  that  a simple  treatment  program  can  influence  heavy  drinkers  to  limit  their 
drinking  habits  and  possibly  prevent  alcoholism.  Although  the  men  in  the  study  did  not  stop 
drinking,  the  counselors'  continued  individual  interest  and  support  were  sufficient  to  preserve 
and  maintain  health  and  social  adjustment  for  the  majority  of  the  cases.  Access  to  patient  and 
qualified  personnel  is  the  main  requirement  for  such  a screening  and  intervention  program.  Simi- 
lar treatment  programs  should  be  tested  elsewhere. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


Alcohol 

Hospitalization  or  partial  hospitalization 
with  behaviorally  oriented  program 

A Icoholics 

174 

Both  sexes;  mean  age,  about  41 
Not  specified 

Providence,  Rhode  Island 
Multivariate  analysis;  comparative  study 


INSTRUMENTS  USED:  Michigan  Alcoholism  Screening  Test;  Butler 

Hospital  Alcoholism  Treatment  Outcome  Index; 
telephone  interviews;  hospital  bills;  Psychosocial 
Functioning  Inventory;  Global  Assessment  Scale 
for  Substance  Abusers 

DATE ( S)  CONDUCTED:  1979-80 


NO.  OF  REFERENCES:  31 


PURPOSE 

Little  is  known  about  the  sustained  effectiveness  of  treatment  for  alcohol  misuse  except  that  some 
treatment  is  better  than  minimal  or  no  treatment.  Until  recently,  no  controlled  tests  have  com- 
pared the  results  of  treatment  in  partial  hospital  settings  with  treatment  in  outpatient  or  inpatient 
settings.  However,  McLachlan  and  Stein  found  similar  outcomes,  at  1 year  after  treatment,  in 
patients  randomly  assigned  to  a 4-week  program  in  either  inpatient  treatment  or  a separate  par- 
tial hospital  program. 

This  study  compared  the  results  of  partial  hospitalization  (PHT)  with  those  of  extended  inpatient 
hospitalization  (EIT),  using  a methodology  somewhat  different  from  that  of  McLachlan  and  Stein. 
The  study  tested  two  hypotheses:  (1)  that  behaviorally  oriented  treatment  of  alcohol  misusers 

is  at  least  as  effective  in  a PHT  as  in  an  EIT  setting  and  (2)  that  PHT  is  less  costly  than  the 
same  treatment  delivered  as  part  of  EIT.  Outcomes  of  patients  treated  in  the  two  settings  were 
compared  for  the  first  6 months  following  treatment. 


METHODOLOGY 

The  outcome  data  came  from  174  subjects.  They  were  among  260  who  rnet  6 eligibility  criteria, 
including  presenting  for  treatment  and  requiring  initial  detoxification  or  intensive  24-hour  treat- 
ment at  Butler  Hospital  in  Providence,  Rhode  Island.  In  86  cases,  the  patient  or  the  patient's 
physician  refused  participation  in  the  study.  The  other  174  patients  all  underwent  inpatient 
detoxification  for  up  to  8 days  before  assignment  to  either  EIT  or  PHT.  The  patients  all  received 
the  same  behaviorally  oriented  program,  the  Problem  Drinkers'  Program,  based  on  a social  learn- 
ing model.  The  program  is  designed  to  use  patients'  support  systems  and  contact  with  the 
natural  environment.  Using  therapy  groups,  the  treatment  aimed  to  help  patients  assess  their 
drinking  problems,  identify  situations  at  high  risk  for  drinking,  anticipate  and  solve  problems, 
and  develop  related  skills.  Each  week,  usually  for  3 weeks,  the  patients  attended  therapy  groups 
for  8 hours  and  social  skills  training  for  2 hours,  saw  one  film,  and  attended  one  lecture  on 
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the  medical  aspects  of  alcoholism.  The  PHT  patients  went  home  at  night  and  on  weekends, 
whereas  the  EIT  patients  used  the  specialized  program  as  only  one  component  of  their  comprehen- 
sive care  and  returned  to  their  inpatient  units  for  the  remainder  of  their  hospital  programs. 

Data  were  gathered  via  self-reports  using  the  Butler  Hospital  Alcoholism  Treatment  Outcome  Index 
at  baseline,  by  10-minute  telephone  interviews  each  month,  and  by  telephone  administration  of 
the  baseline  instrument  at  6 months.  Brief  interviews  were  also  obtained  from  significant  others. 
Hospital  bills  were  used  to  determine  cost  data. 


RESULTS 

The  participating  and  nonparticipating  patients  were  quite  similar  in  most  respects.  At  baseline, 
the  174  patients  in  the  study  had  severe  alcohol-related  problems,  with  92  percent  receiving  a 
diagnosis  of  alcoholism  and  all  having  alcohol  on  their  problem  lists.  About  three-quarters  either 
had  full-time  jobs  or  were  homemakers,  and  about  half  were  currently  living  with  their  spouses. 
Both  the  EIT  and  PHT  patients  had  detoxification  periods  of  about  7 days  and  about  14  days  of 
total  treatment.  The  EIT  patients  averaged  10.5  visits  to  the  Problem  Drinkers'  Program,  versus 
14.6  for  the  PHT  patients.  However,  total  patient  days  were  similar,  because  the  weekends  and 
holidays  added  almost  4 treatment  days  for  the  EIT  patients. 

The  average  total  charge  per  patient  was  $3,270,  with  a cost  of  $2  ,700  for  the  PHT  patients  and 
$4,359  for  the  EIT  patients.  The  higher  treatment  costs  for  the  PHT  patients  were  more  than 
offset  by  the  higher  daily  charges  for  the  EIT  patients.  The  two  groups  had  comparable  rates 

of  hospitalization  in  the  6 months  prior  to  the  treatment  and  in  the  6 months  after  treatment, 

when  18  percent  of  the  PHT  patients  and  17  percent  of  the  EIT  patients  were  hospitalized  at 
least  once.  The  groups  had  similar  use  of  aftercare  and  increased  their  involvement  with  Alco- 
holics Anonymous  after  treatment. 

The  two  groups  had  similar  outcomes  in  terms  of  drinking  behavior,  and  both  groups  were  doing 
significantly  better  than  before  treatment.  Drinking  increased  somewhat  with  each  month  after 
treatment.  In  the  area  of  life  tasks,  such  as  vocational  role  and  arrests,  the  two  groups  were 

similar  after  treatment  and  did  not  show  clear  improvement,  except  in  instances  of  missing  work 

because  of  drinking.  However,  on  all  measures  of  interpersonal  role  functioning,  the  patients 
reported  significant  improvement  from  baseline  to  month  6.  The  PHT  patients  improved  more 
than  the  EIT  patients.  In  the  spouse  and  housemate  role  and  in  social  behavior,  PHT  patients 
had  an  absolute  level  of  functioning  higher  than  that  of  EIT  patients.  The  PHT  patients  also 
scored  significantly  higher  on  the  summary  scale  of  family  role-functioning. 

Both  groups  also  increased  significantly  from  baseline  to  month  6 in  psychological  well-being. 
The  PHT  patients  had  significantly  greater  subjective  well-being  and  life  satisfaction.  They  also 
scored  higher  in  positive  and  negative  affect. 


CONCLUSIONS 

Partial  hospitalization  is  as  clinically  effective  as  inpatient  treatment  for  behaviorally  oriented 
treatment  of  alcohol  misusers  and  can  be  delivered  at  lower  cost.  Other  factors  being  equal, 
partial  hospitalization  is  the  treatment  of  choice.  The  psychological  well-being  of  the  partial  hos- 
pitalization group  was  the  one  clear  difference  between  the  two  groups.  On  interpersonal  func- 
tioning the  two  settings  also  appeared  to  produce  different  outcomes.  The  program  should 
involve  employers  more  to  improve  outcomes  in  the  work  area.  Further  research  should  focus 
on  longer  followup  periods  and  other  types  of  patients  and  programs. 
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PURPOSE 

A retrospective  study  of  742  alcohol-  and  drug-dependent  patients  treated  in  6 different  programs 
indicated  that  certain  patient  characteristics  were  more  predictive  than  others  of  favorable  out- 
comes in  particular  programs.  The  level  of  severity  of  psychiatric  symptoms  was  a key  variable. 
Patients  with  low  psychiatric  severity  at  admission  generally  showed  significant  improvement  and 
the  best  outcomes  regardless  of  which  treatment  program  they  entered.  In  contrast,  patients 
with  high  psychiatric  severity  at  admission  showed  uniformly  poor  outcomes  regardless  of  which 
program  they  entered.  In  the  group  with  mid-severity,  which  constituted  60  percent  of  the  popu- 
lation, different,  specific  factors  were  predictive  of  better  outcomes  in  each  program. 

This  study  used  these  predictors  and  the  matching  strategy  in  a prospective  design,  using  the 
same  treatment  programs  and  a new  sample  of  patients. 


METHODOLOGY 

The  subjects  were  male  veterans  who  applied  for  substance  abuse  rehabilitation  treatment  at  either 
the  Philadelphia  or  Coatesville  Veterans  Administration  (VA)  Medical  Centers  during  the  first  9 
months  of  1980.  The  patients  who  wanted  additional  rehabilitation  treatment  after  an  initial  evalu- 
ation and  detoxification  phase  were  assigned  to  programs  based  on  the  decision  criteria  that  had 
emerged  from  an  earlier  study.  The  factors  considered  were  psychiatric  severity;  employment 
situation;  legal  problems;  family  severity;  and  for  the  drug-dependent  patients,  drug  abuse 
severity . 

The  six  programs  were  an  alcohol  therapeutic  community,  a fixed-interval  drinking  decisions  pro- 
gram involving  the  treatment  of  alcoholism  in  the  presence  of  alcohol,  an  inpatient  combined  treat- 
ment program  delivering  addiction  management  therapy  to  both  alcoholics  and  drug  addicts,  a 
drug  abuse  therapeutic  community,  an  alcohol  outpatient  program,  and  a methadone  maintenance 
program.  In  general,  patients  with  low  psychiatric  severity  were  recommended  for  outpatient 
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treatment  because  of  its  lower  cost  and  because  they  were  expected  to  have  roughly  equal  out- 
comes for  all  treatments.  Patients  in  the  high  psychiatric  treatment  were  considered  mismatched 
in  all  six  programs,  but  were  treated  within  the  network  if  no  appropriate  referral  could  be  made. 
Patients  in  the  mid-severity  group  were  assigned  to  particular  treatment  programs  and  were  evalu- 
ated at  assignment  and  at  a 6-month  followup  using  the  Addiction  Severity  Index  (ASI).  Outcomes 
were  assessed  in  seven  areas  commonly  associated  with  addiction:  medical  condition,  employment, 

alcohol  use,  drug  use,  legal  status,  family  relations,  and  psychiatric  adjustment.  Factor  scores 
were  created  from  the  objective  items  in  these  areas.  The  53  percent  of  the  patients  who  were 
matched  to  the  appropriate  treatments  were  compared  with  the  47  percent  who,  for  various  rea- 
sons, were  unable  to  be  matched  to  the  appropriate  program.  Lack  of  space  was  the  main  reason 
for  not  matching.  Treatment  staff  were  not  told  of  the  matching  criteria  and  did  not  know  which 
patients  were  matched.  Comparative  data  came  from  a total  of  130  alcohol-dependent  patients 
and  256  drug-dependent  patients. 


RESULTS 

Regardless  of  whether  or  not  the  patients  with  high  psychiatric  severity  were  included  in  the 
analysis,  the  matched  patients  were  significantly  more  motivated  for  treatment,  stayed  in  treat- 
ment longer,  and  had  a higher  proportion  of  favorable  discharges  than  their  mismatched  counter- 
parts. The  matched  patients  also  showed  significantly  better  6-month  outcomes  in  the  areas  of 
medical  condition,  employment,  drug  use,  legal  status,  and  family  relations.  Seventeen  of  the 
19  followup  comparisons  for  the  alcohol-dependent  patients  and  all  19  of  the  comparisons  for  the 
drug-dependent  patients  showed  better  outcome  status  in  the  matched  patients.  These  results 
were  similar  when  the  mid-severity  and  low-severity  subgroups  were  analyzed  separately. 

In  three  of  the  four  programs  to  which  sufficient  numbers  of  patients  were  assigned  to  permit 
meaningful  analysis,  the  matched  patients  were  more  likely  to  be  rated  by  staff  as  motivated  for 
treatment,  although  the  length  of  stay  and  proportion  of  favorable  discharges  were  not  signifi- 
cantly different  for  matched  and  unmatched  patients  in  the  two  inpatient  programs.  The  6-month 
outcomes  showed  pervasive  evidence  of  better  status  in  the  matched  patients. 


CONCLUSIONS 

Even  without  modification  of  treatment  assignment  procedures,  substance  abuse  rehabi litation  was 
effective.  However,  the  effectiveness  of  treatment  was  improved  by  matching  patients  to  the 
most  appropriate  programs  within  the  treatment  network.  The  6-month  outcomes  were  largely 
consistent  across  all  the  treatment  programs  examined.  Matching  of  programs  to  patients  is  par- 
ticularly cost-effective  because  it  requires  no  additional  facilities,  equipment,  or  personnel.  In 
addition,  the  matching  process  was  generally  well  accepted  by  both  patients  and  staff.  The 
inclusion  of  a global  estimate  of  psychiatric  severity  at  admission  was  a key  reason  for  the  suc- 
cess of  the  matching  effort.  This  factor  is  potentially  the  best  general  predictor  of  treatment 
outcome  across  many  patient  groups  and  treatment  types  in  psychiatry.  Further  research  will 
try  to  characterize  the  actual  treatment  processes  to  permit  understanding  of  the  reasons  under- 
lying favorable  and  unfavorable  matches  between  patients  and  programs. 
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PURPOSE 

Although  lithium  has  been  used  for  many  psychiatric  conditions,  its  effectiveness  has  been  firmly 
established  only  for  certain  affective  disorders,  particularly  bipolar  affective  disorder  of  the 
manic  type  and  recurrent  bipolar  affective  disorder  of  the  depressive  type.  Since  many  alco- 
holics are  also  clinically  depressed,  it  seems  possible  that  lithium  could  benefit  alcoholics  who 
have  affective  disturbances. 

This  paper  critically  reviews  studies  that  examined  the  use  of  lithium  either  in  treating  alcoholic 
patients  or  in  animal  experiments  involving  alcohol. 


SUMMARY 

Double-Blind  Placebo  Controlled  Studies 

Two  double-blind  studies  investigated  the  prophylactic  use  of  lithium  in  treating  alcoholic  patients 
In  one  study,  73  detoxified  chronic  alcoholics  were  given  lithium  treatment  after  all  medication 
had  been  stopped  for  1 month.  When  compared  to  a placebo  group,  the  lithium  group  had  sig- 
nificantly fewer  drinking  episodes  over  the  2-year  study  period.  A second  study  involved  71 
patients  classified  as  alcoholics  who  were  randomly  assigned  to  lithium  carbonate  or  placebo. 
Lithium  reduced  the  number  of  days  incapacitated  by  alcohol  in  depressed  alcoholics  compared  to 
the  placebo  group,  but  there  was  no  difference  in  the  morbidity  of  nondepressed  alcoholics.  A 
third  study  considered  the  acute  use  of  lithium  on  a mild  withdrawal  syndrome  of  18  chronic  alco- 
holics. These  studies  suggest  that  lithium  is  superior  to  placebo  in  treating  depressive  alcoholics 
although  the  role  of  depression  in  the  condition  is  unclear;  it  has  also  been  found  to  reduce  some 
symptoms  of  mild  alcoholic  withdrawal. 


Partially  Controlled  Studies  and  Uncontrolled  Studies 

Studies  that  were  not  blind  or  controlled  also  showed  that  patients  treated  with  lithium  had 
reduced  symptoms  of  both  alcoholism  and  affective  disturbance.  In  4 studies,  lithium  was  given 
with  other  drug  treatments,  and  36  out  of  48  (75  percent)  alcoholics  improved.  Twenty-two  of 
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the  25  diagnosed  as  manic-depressives  responded  to  drug  treatment.  In  2 other  studies,  10  of 
47  (21  percent)  alcoholics  given  lithium  as  the  only  drug  treatment  abstained  for  longer  than  12 
months.  In  general,  the  improvements  occurred  most  consistently  in  alcoholics  with  recurrent 
endogenous  or  bipolar  affective  disorders,  a result  consistent  with  more  established  uses  of  lith- 
ium. In  the  other  studies  in  which  lithium  was  used  prophylactically,  depressed  alcoholics  showed 
the  most  improvement. 


Subjective  Effects  of  Lithium  on  Drug  Takers 

Lithium,  it  has  been  postulated,  decreases  the  desire  to  drink  alcohol  by  reducing  hypomanic 
periods  or  through  the  generally  rewarding  effects  of  the  drug;  this  would  be  consistent  with 
its  established  antimanic  effects  in  affective  disorders  in  general. 

In  one  study,  which  used  nonaddicts  in  a split-half  crossover,  double-blind  design,  no  difference 
was  found  in  alcohol-induced  "high"  after  2 weeks  of  lithium  or  placebo.  Another  study  found 
that  lithium  did  not  block  the  euphoric  effects  of  morphine.  A recent  double-blind  study  reports 
attenuation  of  alcohol-induced  "high"  and  also  of  craving  for  alcohol  in  27  chronic  alcoholics  given 
alcohol  after  detoxification.  In  this  experiment,  lithium  was  given  for  14  days  and  then  its 
effects  on  various  cognitive  tests  were  compared  to  placebo  controls  after  drinking  a designated 
amount  of  alcohol. 

Thus,  lithium  has  been  found  to  decrease  drug-induced  euphoria  in  drug  abusers  in  eight  studies 
and  to  reduce  psychological  dependence  in  one.  Similar  effects  were  found  in  depressives  in 
one  study,  but  no  effects  occurred  in  three  controlled  studies  in  which  the  subjects  were  not 
addicted  to  drugs  at  that  time. 


Animal  Studies 

Published  research  on  rodents  suggests  that  lithium  chloride  decreases  voluntary  intake  of  alcohol 
and  other  flavored  solutions  given  in  a free-choice  situation  with  water.  Rats  quickly  learn  to 
avoid  a distinctively  flavored  solution  if  it  is  associated  with  toxic  effects,  especially  when  the 
taste  is  unfamiliar  and  if  the  animal  becomes  progressively  ill  as  more  of  the  solution  is  consumed. 
When  alcohol  is  presented  as  a novel  solution,  lithium  reduces  intake  in  this  way  by  creating 
conditioned  avoidance,  but  when  rats  are  made  familiar  with  the  taste  of  alcohol  before  lithium 
is  given,  results  are  not  entirely  consistent  with  this  interpretation. 

In  rodents  with  no  previous  exposure  to  alcohol,  lithium  acts  as  a nonspecific  aversive  agent. 

It  can  also  produce  aversions  to  saccharin,  and  5-  or  10-percent  alcohol  solutions  consumed  for 
up  to  2 weeks  before  lithium-induced  sickness.  Other  studies  involving  longer  preexposure  to 
alcohol  showed  that  alcohol  intake  was  decreased  by  lithium,  but  aversive  conditioning  was  not 
assumed  to  be  the  mechanism  of  action.  In  some  experiments,  the  effects  of  lithium  were  tran- 
sient. The  amounts  of  alcohol  consumed  were  insufficient  to  produce  intoxication  or  physical 
dependence  in  healthy  rats,  however.  In  addition,  lithium  may  have  had  different  effects  on 
animals. 


CONCLUSIONS 

The  potential  use  of  lithium  in  treating  alcoholics  is  still  difficult  to  assess.  Further  double-blind 
studies  and  comparisons  with  other  forms  of  treatment  are  needed.  Lithium  does  appear  to  run 
excessive  drinking  in  some  alcoholics  who  also  tend  to  suffer  from  affective  disorders.  However, 
the  role  of  the  affective  disorder  is  unclear.  In  addition,  it  has  not  been  established  if  Lthiu 
is  more  effective  in  treating  alcoholics  with  any  particular  severity  or  pattern  of  abuse  or  t,  e 
of  concurrent  affective  disorder. 

The  evidence  indicates  that  the  therapeutic  effects  of  lithium  are  not  simply  caused  by  an  allevia- 
tion of  associated  affective  disorders,  and  the  role  of  the  mood  disturbance  in  the  response  t ■. 
treatment  is  unclear.  A possible  mechanism  of  action  is  through  the  attenuation  of  tne  nnnu- 
elevating  effects  of  alcohol  in  subjects  who  abuse  drugs  or  are  depressed.  The  results  ' ■ :<  ■ • 
studies  must  be  interpreted  cautiously,  because  lithium  may  produce  conditioned  aversion  to  al< 
hoi,  a mechanism  of  action  unlikely  in  humans. 
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PURPOSE 

The  association  between  alcoholism  and  affective  disorders  has  been  well-documented.  Alcoholic 
patients  and  their  families  have  a high  incidence  of  depressive  symptoms,  and  suicide  is  common. 

Much  controlled  data  indicate  that  lithium  salts  reduce  considerably  the  morbidity  of  recurrent 
depression  (unipolar  illness)  and  mania  and  depression  (bipolar  illness).  Lithium  has  proved 
superior  to  a tetracyclic  antidepressant  (maprotiline)  in  preventing  recurrent  depression. 

This  study  examines  the  effects  of  lithium  treatment  on  a group  of  alcoholic  patients.  The  report 
seeks  to  support  previous  findings  indicating  that  lithium  appears  to  have  a statistically  signifi- 
cant beneficial  effect  on  alcoholics  showing  evidence  of  depressive  symptoms. 


METHODOLOGY 

Alcoholic  patients  admitted  to  a regional  alcoholism  unit  who  were  receiving  group  psychotherapy 
and  social  rehabilitation  in  an  alcoholism  unit  were  included  in  the  study.  All  patients  who 
agreed  to  participate  in  the  study  were  diagnosed  as  alcoholic  according  to  the  WHO  1 952  defini- 
tion and  the  Glossary  of  Mental  Disorders,  classification  303  alcoholism.  Patients  scoring  15  or 
more  on  the  Beck  Inventory  for  Depression,  when  completely  detoxified  and  off  all  medication, 
were  categorized  as  depressive  alcoholics. 

Patients  were  randomly  assigned  to  receive  either  lithium  or  placebo  tablets  and  were  advised 
not  to  drink  alcohol.  After  discharge  from  the  hospital,  patients  were  seen  at  6-weekly  intervals 
at  a lithium  clinic,  where  plasma  levels  of  lithium  were  checked.  A plasma-lithium  concentration 
of  0.8-1. 2 mmol/l  was  administered.  When  the  dosage  of  a patient  on  lithium  had  to  be  adjusted, 
a placebo  patient's  dosage  was  also  changed.  The  investigation  was  designed  as  a double-blind 
study. 

At  their  6-week  clinic  attendance,  patients  completed  the  Beck  Inventory,  and  their  mood  was 
assessed  clinically  by  an  independent  observer.  Patients  were  asked  how  many  days  they  had 
drunk  alcohol  since  their  last  visit  and  how  many  of  those  days  they  were  incapacitated  by  alco- 
hol. These  data  were  recorded  on  a data  chart. 
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RESULTS 


There  was  a high  dropout  rate  among  patients,  almost  all  within  the  first  month.  Average  lithium 
levels  were  all  within  a satisfactory  therapeutic  range  for  those  completing  the  trial. 

Lithium  had  no  significant  effect  on  alcohol  consumption  measured  on  a daily  basis  of  nondepres- 
sive  patients  on  lithium  as  opposed  to  placebo.  However,  those  patients  rated  as  depressive 
showed  a very  significant  decrease  in  days  on  which  they  consumed  alcohol.  All  seven  depressive 
patients  in  the  placebo  group  reported  alcohol  consumption  at  some  time  during  the  study  com- 
pared to  only  three  of  the  nine  depressive  patients  who  received  lithium.  Depressed  patients 
on  placebo  showed  a higher  drinking  morbidity  than  nondepressed  patients  on  placebo. 

Only  depressed  patients  on  lithium  showed  a significant  decrease  in  the  number  of  days  they 
were  incapacitated  by  alcohol.  Although  there  was  no  statistical  difference  in  Beck  Inventory 
scores,  there  was  a greater  improvement  (60  percent)  in  depressed  patients  on  lithium  than  those 
on  placebo  (40  percent). 


CONCLUSIONS 

The  study  shows  that  lithium  reduces  the  drinking  and  resulting  incapacity  of  depressive  alco- 
holics. These  patients  may  have  considerably  underestimated  their  alcohol  intake,  but  this  did 
not  seem  to  be  greater  or  less  in  the  lithium  group  than  in  the  placebo  group.  The  simple  cri- 
terion of  a Beck  score  of  1 5 or  more  as  indicating  depression  correlated  with  the  clinical  assess- 
ment made  independently . Of  the  original  group  of  71,  no  less  than  34  (40  percent)  fell  into 
this  category,  and  of  the  71,  no  less  than  16  depressive  alcoholics  (22  percent)  were  willing  to 
carry  on  with  lithium  for  about  1 year. 

The  study  demonstrated  a clear  advantage  for  depressed  alcoholics  treated  with  lithium  compared 
with  those  who  had  placebo.  It  is  known  that  only  some  alcoholics  are  referred  at  some  stage 
of  their  illness  to  a regional  alcoholism  unit  and  that  those  who  actively  seek  this  type  of  treat- 
ment will  have  a fair  degree  of  motivation  and  insight.  Therefore,  the  study  cannot  estimate 
how  representative  the  original  sample  was  in  terms  of  alcoholics  in  general,  but  clearly  many 
alcoholic  patients  would  show  a substantial  advantage  in  long-term  lithium  therapy. 

These  results  agree  with  those  of  Kline  et  al . who  found  a significant  improvement  in  alcoholic 
symptomatology  in  depressive  alcoholics  treated  by  lithium  as  compared  to  those  on  placebo. 

The  significantly  higher  morbidity  of  patients  on  placebo  who  were  rated  depressive  clearly  indi- 
cates that  depressive  morbidity  is  an  important  factor  in  the  persistent  drinking  of  some  alcoholics. 
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PURPOSE 

The  dominant  treatment  method  for  problem  drinkers  has  focused  on  the  goal  of  total  and  lifelong 
abstinence.  Recently,  treatment  methods  designed  to  produce  controlled  drinking  have  emerged. 
Few  studies  have  looked  at  such  new  strategies  as  aversive  counterconditioning,  blood  alcohol 
discrimination  training,  rate-control  training,  operant  methods,  stimulus  control  procedures,  self- 
monitoring, and  broad  spectrum  approaches. 

This  study  assesses  the  effectiveness  among  alcoholic  outpatients  of  three  controlled  drinking 
therapies:  aversive  counterconditioning,  behavioral  self-control  training,  and  direct  training  in 

rate  control  and  blood  alcohol  discrimination.  It  focuses  on  whether  the  treatments  differ  with 
regard  to  their  impact  on  drinking  behavior,  their  impact  on  measures  of  psychological  function- 
ing, and  the  maintenance  of  whatever  behavior  changes  they  produced. 


METHODOLOGY 

Self-referred  and  court-referred  clients  with  alcohol  problems  were  randomly  assigned  to  one  of 
three  treatment  groups:  aversive  counterconditioning  (AC)  using  self-administered  electrical 

stimulation;  behavioral  self-control  training  (BT)  including  self-monitoring  and  instruction  in 
functional  analysis;  or  a controlled  drinking  composite  (CD)  including  blood  alcohol  awareness 
training,  discriminated  aversive  counterconditioning,  self-monitoring,  and  rate-control  training. 
There  were  29  self-referrals  and  17  court-referred  clients. 

Held  in  10  weekly  sessions,  all  therapies  were  conducted  by  trained  paraprofessionals.  All  clients 
completed  4 hours  of  assessment  before  treatment.  Clients  completed  a demographic  questionnaire, 
the  Minnesota  Multiphasic  Personality  Inventory  (MMPI),  the  Michigan  Alcoholism  Screening  Test 
(MAST),  Rotter's  Internal-External  Locus  of  Control  (l-E)  Scale,  and  a Profile  of  Mood  States. 
Subjects  also  took  the  Drinking  Profile,  an  interview  about  drinking  patterns  and  habits. 
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Upon  program  termination,  clients  completed  some  of  the  same  assessment  forms  and  were  asked 
to  record  their  progress.  Significant  others  were  contacted  to  assess  their  drinking  behavior. 
At  3 months  and  1 year  after  termination,  clients  were  reassessed  on  several  instruments  and 
reinterviewed . 


RESULTS 

The  pattern  of  outcome  across  treatment  modalities  is  consistent.  All  three  treatment  groups 
showed  significant  reductions  in  alcohol  use.  The  AC  group  was  least  improved  on  all  measures 
throughout  the  3-month  followup,  but  by  12  months,  these  clients  were  showing  gains  comparable 
to  those  of  the  BT  and  CD  groups.  This  improvement  may  have  been  the  result  of  AC  clients 
being  given  the  self-control  manual;  they  didn't  receive  it  until  the  3-month  followup  period, 
whereas  the  other  groups  had  reviewed  the  manual  during  treatment. 

Although  no  absolute  differences  between  BT  and  CD  were  found,  BT  seems  to  be  the  more  effec- 
tive program.  CD  required  more  expensive  equipment,  whereas  BT  requires  none,  is  conducted 
in  a standard  therapy  room,  and  takes  less  than  25  percent  of  the  therapist  time  needed  for  CD. 
BT  is  also  amenable  to  a wider  variety  of  delivery  modes  including  group  therapy,  classroom 
and  media  presentation,  and  self-instruction.  BT  is  more  effective  and  flexible  overall.  Thus, 
more  extensive  therapeutic  programs  are  not  necessarily  more  effective.  Expensive  procedures 
may  add  little  to  a basic  treatment  program. 

Although  the  study  had  no  control  group,  a comparison  could  be  made  between  clients  who 
dropped  out  of  treatment  and  those  who  participated.  Clients  who  dropped  out  showed  no 
improvement  in  personal  adjustment  and  lower  abstinence  rates  than  program  participants. 

This  study  also  supports  the  longstanding  finding  that  outcome  at  a 3-month  followup  is  reason- 
ably predictive  of  longer  periods  of  time  with  regard  to  drinking  and  personal  adjustment.  Of 
the  23  successful  cases  at  3 months,  21  (91  percent)  retained  their  successful  status.  Of  20 
controlled  drinkers  at  3-months  followup,  17  remained  so  at  1 year,  whereas  12  of  17  problem 
drinkers  became  controlled.  Of  the  three  abstainers  at  3 months,  one  remained  so,  one  was 
drinking  moderately,  and  one  relapsed  to  heavy  drinking. 

CONCLUSIONS 

Behavioral  self-control  training  is  a relatively  economical  procedure  oriented  toward  control  rather 
than  abstinence.  It  offers  promise  as  an  early  intervention  method  and  may  prove  beneficial  in 
the  primary  and  secondary  prevention  of  problem  drinking. 

However,  aversion  therapy  produced  the  lowest  and  smallest  initial  gains  of  all  the  methods 
studied.  A counterconditioning  component  contributed  little  to  the  multimodal  program.  Thus, 
aversive  procedures  can  be  discarded  without  substantially  reducing  effectiveness. 

The  study  also  demonstrates  the  feasibility  of  paraprofessionals  as  therapeutic  agents  for  problem 
drinkers.  However,  further  research  is  needed  to  determine  the  optimal  combination  of  treatment 
components  for  the  control  of  overdrinking.  The  study  supported  the  effectiveness  of  training 
clients  in  self-monitoring,  rate  control,  functional  analysis,  and  blood  alcohol  discrimination, 
though  the  relative  contribution  of  these  elements  is  unknown.  Other  promising  procedures 
include  training  in  principles  of  self-reinforcement,  basic  education  on  alcohol  and  its  effects, 
family  involvement  in  treatment,  and  training  in  alternatives  to  alcohol  use. 
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PURPOSE 

This  paper  looks  at  the  controversy  surrounding  abstinence  and  restricted  drinking  as  treatment 
goals,  arguing  that  therapies  oriented  to  both  controlled  drinking  and  abstinence  are  needed. 
The  report  considers  problems  with  differential  assignment  of  patients  to  treatment  modalities 
and  proposes  tentative  guidelines  for  selecting  treatment  goals. 


SUMMARY 

Abstinence  as  a treatment  goal  for  problem  drinking  has  held  center  stage  for  years  but  is  being 
challenged  by  research  pointing  to  the  effectiveness  of  controlled  drinking  as  a treatment  goal. 
Researchers  have  questioned  the  biochemical  basis  behind  the  abstinence  theory  as  well  as  the 
necessity  of  lifelong  abstinence. 

Abstinence  from  alcohol  remains  the  most  practical  treatment  goal  but  does  not  guarantee  improve- 
ment in  other  areas  of  life  functioning.  It  has  become  increasingly  clear  that,  for  at  least  some 
problem  drinkers,  controlled  and  problem-free  drinking  is  an  attainable  and  even  desirable  treat- 
ment goal.  These  new  developments  have  tended  to  polarize  the  alcohol  treatment  field,  with 
detractors  of  controlled  drinking  playing  down  its  effectiveness. 

Opponents  of  controlled  drinking  argue  that  it  is  nothing  new,  that  alcoholics  can  drink  in 
moderation  only  temporarily.  However,  present  evidence  suggests  that  some  problem  drinkers 
can  and  do  maintain  controlled  drinking.  Longer  range  followup  data  are  needed,  however. 

Critics  also  charge  that  alcoholics  are  by  definition  unable  to  maintain  moderate  drinking  and 
therefore  anyone  who  does  so  must  not  have  been  a true  alcoholic.  However,  this  argument 
implies  that  so-called  "nonalcoholics"  are  not  in  need  of  treatment  and  thus  limits  the  impact  of 
early  diagnosis  and  treatment. 

A third  argument  suggests  that  the  traditional  concept  of  alcoholism  includes  the  notion  of 
irreversible  loss  of  control  and  precludes  the  possibility  of  moderation;  yet  diagnosed  alcoholics 
have  been  found  not  to  show  loss  of  control  when  given  alcohol,  and  some  can  maintain  controlled 
drinking  over  long  periods.  Thus,  they  argue,  the  traditional  concept  of  alcoholism  must  be 
fallacious.  However,  they  fail  to  recognize  that  the  diagnosis  of  alcoholism  may  be  correct  in 
some,  but  not  in  all,  cases  and  that  abstinence  is  not  needed  for  all  patients. 
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Controlled  drinking  therapies  should  be  developed  because  they  help  the  early  problem  drinker 
prevent  the  development  of  more  serious  problems  and  because  such  therapies  may  prove  effective 
in  some  cases  where  other  approaches  have  failed.  A controlled  drinking  program  may  benefit 
the  person  for  whom  abstinence  is  ultimately  necessary,  since  many  alcoholics  refuse  to  identify 
themselves  as  alcoholics  and  fail  to  progress  in  treatment.  Thus,  entertaining  the  possibility  of 
moderation  with  such  patients  may  powerfully  demonstrate  the  need  for  abstinence. 

The  dichotomous  approach  to  diagnosing  alcoholism  should  be  replaced  by  an  attempt  to  account 
for  a broader  range  of  information.  Miller  suggests  that  alcoholism  assessment  focus  on  three 
dimensions:  the  extent  and  pattern  of  alcohol  use,  the  extent  and  nature  of  problems  related 

to  alcohol  consumption,  and  the  feasibility  of  various  treatment  approaches. 

Multimodal  assessment  may  provide  a clearer  picture  of  the  developmental  nature  of  drinking  prob- 
lems. The  progression  of  "symptoms"  ( i . e . , alcohol-related  problems)  can  be  observed  in  both 
nomothetic  and  idiographic  research  designs.  Factor  analytic  studies  of  alcohol  pathology  have 
suggested  a clustering  of  symptoms  not  identical  to  but  yet  remarkably  similar  to  Jellinek's 
original  theoretical  model.  Miller  and  Orr  have  applied  a Guttman  scale  framework  to  the  develop- 
ment of  neuropsychological  deficits  resulting  from  alcohol  use,  seeking  a developmental  progression 
of  functional  deterioration.  Such  research  may  contribute  to  the  determination  of  an  individual's 
status  with  regard  to  the  extent  and  development  of  drinking  problems. 

A contraindications  approach  can  be  adopted  as  an  interim  procedure  in  selecting  the  proper 
treatment  goal.  Conditions  that  may  contraindicate  the  adoption  of  a controlled  drinking  goal 
include  evidence  of  progressive  liver  disease  and  other  health  problems  or  psychiatric  disorder, 
a personal  commitment  to  or  request  for  abstinence,  strong  external  demands  on  the  patient  to 
abstain,  pathological  intoxication,  physiological  addiction  to  alcohol,  use  of  medications  considered 
dangerous  when  used  with  alcohol,  current  successful  abstinence  from  alcohol  following  a history 
of  severe  drinking  problems,  or  prior  failure  to  respond  to  moderation-oriented  therapy. 

Conditions  that  may  render  abstinence  inappropriate  are  the  patient's  refusal  to  consider  absti- 
nence, strong  external  demands  on  the  patient  to  drink,  patient's  youthfulness  and  early  onset 
of  problem,  or  prior  failure  to  respond  to  prior  abstinence  therapy. 


CONCLUSIONS 

Alcoholism  and  problem  drinking  have  not  been  adequately  differentiated.  Few  authorities  agree 
on  a definition.  It  is  little  wonder,  therefore,  that  present  assessment  instruments  have  failed 
to  identify  alcoholics  accurately. 

The  term  "problem  drinker"  should  be  used  to  describe  all  persons  experiencing  significant  life 
problems  related  to  alcohol.  The  term  "alcoholic"  should  be  considered  a subset  of  problem 
drinkers.  More  careful  use  may  help  dispel  the  diagnostic  uncertainty,  equivocality  of  research 
samples,  and  public  confusion.  Thus,  researchers  will  stop  talking  about  teaching  controlled 
drinking  to  "alcoholics,"  which  has  been  the  source  of  unnecessary  conflict. 
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PURPOSE 

This  report  explains  major  treatment  approaches  currently  used  to  help  problem  drinkers  and 
examines  the  evidence  regarding  the  effectiveness  of  each.  It  is  written  for  the  practicing  pro- 
fessional and  highlights  crucial  studies,  summarizes  research,  and  attempts  to  draw  conclusions 
that  will  have  some  practical  application  for  the  clinician  who  must  decide  how  to  treat  each  indi- 
vidual . 

SUMMARY 

Average  Fate  of  Problem  Drinkers 

When  problem  drinkers  are  treated,  about  one-third  become  abstinent  and  one-third  show  sub- 
stantial improvement  without  abstinence.  Longer  followup  studies  suggest  that  only  26  percent 
of  those  treated  remain  abstinent  or  improved  after  1 year.  About  19  percent  of  untreated  prob- 
lem drinkers  remain  abstinent  or  improved  after  1 year.  These  figures  provide  a rough  baseline 
against  which  to  compare  the  efficacy  of  various  treatment  approaches. 

Medication 

Medication  in  short-term  treatment  is  often  helpful  in  the  detoxification  process,  but  is  question- 
able in  long-term  treatment.  Drugs  intended  to  substitute  for  alcohol  yield  outcome  rates  at  or 
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below  those  attributable  to  spontaneous  remission.  Certain  psychotropic  medications,  particularly 
antidepressant  drugs  and  lithium,  may  be  useful  in  the  treatment  of  psychiatric  and  psychological 
disorders,  but  have  little  impact  on  drinking.  Antidipsotropic  or  protective  drugs,  such  as 
disulfiram,  that  are  intended  to  forestall  alcohol  consumption  appear  more  promising.  However, 
metronidazole  and  citrated  calcium  have  doubtful  effectiveness,  as  does  the  use  of  hallucinogens. 


Aversion  Therapies 

Aversion  therapy  using  nausea-inducing  drugs  produces  high  abstinence  rates  (averaging  between 
60  and  70  percent  at  1 year)  well  above  average  figures.  Apnea-producing  drugs,  such  as  suc- 
cinylchol ine,  are  extremely  dangerous  and  produce  improvement  rates  inferior  to  those  seen  with 
nausea  aversion.  Electrical  aversion  therapy  produces  improvement  rates  higher  than  those  attrib- 
utable to  no  treatment  or  to  conventional  treatment.  However,  electrical  aversion  has  been  found 
to  be  ineffective  and  its  contribution  within  multimodal  programs  minimal  at  best.  Its  effect 
appears  to  be  a moderate  decrease  in  the  desirability  of  alcohol  tastes.  Verbal  aversion  therapy, 
in  which  verbally  guided  imagery  of  aicohol  and  drinking  scenes  are  associated  with  unpleasant 
feelings,  usually  imagined  nausea  and  vomiting,  appears  to  produce  outcome  rates  roughly  com- 
parable to  those  seen  in  other  aversion  therapies.  Since  this  therapy  requires  no  administration 
of  physically  aversive  stimuli  (shock,  vomiting),  it  is  recommended  as  a medically  and  humanely 
preferable  alternative  if  future  research  supports  its  efficacy. 


Hypnosis 

The  term  "hypnosis"  includes  different  therapeutic  procedures,  some  resembling  verbal  aversion 
therapy,  which  are  moderately  supported.  Current  research  does  not  support  the  efficacy  of 
other  forms  of  hypnosis  as  an  adjunct  in  alcoholism  treatment,  although  further  research  is  war- 
ranted . 


Psychotherapy 

Traditional  insight-oriented  psychotherapy  is  not  a treatment  of  choice  for  problem  drinkers. 
Dropout  rates  are  high,  and  improvement  rates  are  comparable  to  average  outcome  figures.  It 
is  also  expensive  and  long  term. 


Alcoholics  Anonymous 

The  Alcoholics  Anonymous  (AA)  program  has  been  tested,  but  studies  have  been  sparse  and 
flawed.  Uncontrolled  studies  suggest  an  abstinence  rate  between  26  and  50  percent  at  1 year, 
which  compares  favorably  with  average  outcome  data.  A recent  controlled  evaluation  failed  to 
support  AA  as  more  effective  than  no  treatment,  and  relative  to  other  approaches,  AA  was  equally 
effective  at  best.  Dropout  rates  from  AA  are  high,  suggesting  that  it  may  be  optimal  for  a cer- 
tain type  of  alcoholic. 


Group  Therapies 

Group  therapies,  after  AA,  are  the  most  common  methods  for  treating  alcoholics.  Group  methods 
vary  widely,  as  have  improvement  rates,  which  average  about  40  percent  at  short-term  followup. 
There  is  no  evidence  to  support  traditional  group  methods  as  superior.  Insight-oriented  group 
psychotherapy  appears  to  be  no  more  effective  than  individual  psychotherapy.  Cost-effectivuness 
may  benefit  group  approaches,  however. 


Family  Therapies 

Both  behavioral  family  therapy  and  structured  family  therapy  have  received  modest  suppor  ; (run, 
uncontrolled  research.  One  controlled  study  found  behavioral  family  therapy  more  eifi  : r.  ■ 
aversion  therapies.  Initial  findings  have  been  promising,  but  more  controlled  resear  h i,  1 < ■ < • • 
sary . 
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Controlled  Drinking  Therapies 


Controlled  drinking  therapies  have  produced  total  improvement  rates  comparable  to  those  pro- 
duced by  abstinence-oriented  methods.  The  pattern  is  different,  however,  with  about  one-third 
becoming  totally  controlled  drinkers  and  one-third  abstinent  or  improved.  In  addition,  behavioral 
self-control  training  (BSCT)  has  been  consistently  supported  in  10  controlled  studies,  but  BSCT 
is  a complex  package,  and  the  relative  importance  of  its  components  is  unknown.  BSCT,  with 
self-monitoring  as  an  important  element,  appears  amenable  to  and  effective  as  a self-help  method 
as  well. 

Blood  alcohol  discrimination  training  using  external  cues  has  been  a common  element  in  BSCT, 
although  the  extent  to  which  this  training  contributes  to  BSCT  or  multimodal  programs  is 
unknown.  Videotape  self-confrontation  has  been  found  to  produce  modest  increments  in  improve- 
ment in  four  controlled  studies.  However,  this  procedure  can  have  powerfully  aversive  effects 
on  clients  and  may  result  in  a higher  dropout  rate.  Cognitive-behavior  therapies  may  be  effec- 
tive, but  it  is  too  soon  to  tell.  Operant  approaches  in  inpatient  settings,  such  as  exposing  alco- 
holics to  alcohol  while  in  treatment,  do  not  seem  to  decrease  the  success  of  treatment,  but  the 
value  of  such  a procedure  is  not  established.  If  environmental  contingencies  can  be  modified, 
the  problem  drinker  may  be  assisted  in  attaining  abstinence  or  moderation. 

Multimodal  treatment  programs,  the  most  common  approach  in  teaching  moderate  drinking  to  prob- 
lem drinkers,  have  been  found  to  hold  no  advantage  or  very  minimal  advantage  in  multimodal 
and  broad-spectrum  approaches  over  simpler  and  less  expensive  methods  such  as  BSCT.  While 
some  problem  drinkers  may  benefit  from  extensive  interventions,  as  a general  approach  multimodal 
programs  are  not  justifiable  from  a cost-effectiveness  standpoint. 


Teaching  Alternative  Skills 

Teaching  behavioral  alternatives  to  alcohol  is  a logical  and  recent  addition  to  treatment  programs. 
Relaxation  training  appears  to  be  of  little  value,  but  systematic  desensit:zation  that  includes  relax- 
ation has  been  found  to  be  promising.  Similarly,  including  social  skills  training  within  alcoholism 
treatment  has  received  support. 


Predictors  of  Outcome 

Controlled  studies  have  consistently  found  that  extensive  and  long-term  treatment  programs, 
whether  oriented  toward  abstinence  or  toward  moderation,  are  no  more  effective  than  are  briefer 
and  less  expensive  approaches.  Individuals  showing  more  severe  symptoms  characteristic  of 
gamma  alcoholism  may  benefit  differentially  from  more  extensive  interventions.  Moreover,  data 
do  not  indicate  substantial  differences  in  the  effectiveness  of  professional  versus  paraprofessional 
therapists  or  alcoholic  versus  nonalcoholic  counselors.  Other  significant  outcome  predictors 
include  patients'  intake  characteristics,  particularly  the  level  of  problem  drinking. 


CONCLUSIONS 

Treatment  methods  not  supported  by  research  to  date  include  the  use  of  tranquilizers,  metroni- 
dazole, LSD,  succinylcholine , insight-oriented  psychotherapy,  and  routine  multimodal  treatment. 
Moreover,  most  treatment  procedures  for  problem  drinkers  are  unproved,  largely  due  to  inade- 
quate research  or  inconsistent  findings.  Certain  procedures  are  tentatively  supported,  however, 
even  though  there  are  questions  as  to  whether  the  risks,  costs,  or  discomfort  involved  outweigh 
the  benefits.  No  treatment  has  been  shown  to  be  consistently  superior  to  the  absence  of  treat- 
ment or  to  alternative  treatments  in  enough  well-controlled  studies. 

A range  of  alternative  interventions  should  be  offered,  the  type  of  intervention  depending  upon 
the  stage  at  which  drinking  becomes  a problem,  for  example.  Both  minimal  and  more  intensive 
interventions  should  be  available,  with  the  latter  used  selectively. 

Evaluation  research  within  a treatment  setting  is  important.  This  can  be  as  informal  as  routine 
followup  calls  to  clients  or  as  formal  as  controlled  studies.  This  research  will  explain  what  really 
works  for  particular  treatment  populations  in  particular  treatment  settings. 
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Miller,  W.R.,  and  Taylor,  C.A.  Relative  effectiveness  of  bibliotherapy,  individual  and  group 
self-control  training  in  the  treatment  of  problem  drinkers.  Addictive  Behaviors,  5:13-24, 
1980. 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Behavioral  self-control  training;  bibliotherapy; 

group  therapy;  relaxation  therapy 

SAMPLE  TYPE:  Mature  adult  problem  drinkers 


SAMPLE  SIZE:  41 


SEX/AGE: 

ETHNICITY: 

LOCALE: 


Both  sexes;  mean  age:  45.4 
Not  specified 

Albuquerque,  New  Mexico 


METHODOLOGY: 


Multivariate  analysis;  correlational  study 


INSTRUMENTS  USED:  Drinking  Profile;  Michigan  Alcoholism  Screening 

Test;  Rotter's  Internal-External  Locus  of  Control 
Scale;  Profile  of  Mood  States;  Coal  Attainment 
Scaling;  liver  function  tests;  self-monitoring 
cards;  telephone  interviews 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  31 


PURPOSE 

Various  treatment  methods  for  problem  drinkers  with  a goal  of  moderation  have  been  developed. 

A core  of  procedures  common  to  these  moderation-oriented  programs  has  been  termed  "behavioral 
self-control  training"  (BSCT),  including  information  and  education  services,  self-monitoring, 
training  in  coping  skills,  and  other  techniques. 

This  study  explores  the  relative  effectiveness  of  alternative  formats  for  BSCT,  involving  different 
amounts  of  therapist  contact. 


METHODOLOGY 

Subjects  included  41  problem  drinkers  who  had  responded  to  an  advertisement  publicizing  a free 
treatment  program  designed  to  moderate  the  use  of  alcohol.  They  reported  a mean  age  of  45.5 
years,  with  15.8  mean  years  of  education  and  a mean  family  income  of  $23,732  . All  considered 
themselves  to  be  problem  drinkers  and  reported  having  had  life  problems  related  to  alcohol  for 
a mean  of  10.1  years  prior  to  treatment.  They  had  been  consuming  an  average  of  27.2  ounces 
of  absolute  ethanol  weekly  over  the  6 months  before  intake.  Twenty  percent  reported  an  inability 
to  stop  drinking,  and  15  percent  reported  morning  drinking. 

Of  the  41  subjects,  25  were  male,  31  were  married,  and  16  had  received  prior  treatment  for  or'.;  - 
lem  drinking,  including  5 who  had  been  to  at  least  1 Alcoholics  Anonymous  meeting. 

Each  patient's  intake  interview  consisted  of  a modified  version  of  Marlatt's  (1976)  stroctu''  ; 
interview,  the  Drinking  Profile;  the  Michigan  Alcoholism  Screening  Test  (MAST),  KotL  r'  • > 
External  Locus  of  Control  Scale,  an  unpublished  scale  of  locus  of  control  over  drinking,  u 
the  Profile  of  Mood  States.  Goal  Attainment  Scaling  was  used  to  describe  life  problems . Tele 
phone  interviews  and  two  liver  function  tests  were  also  conducted. 
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The  41  patients  were  assigned  randomly  to  1 of  4 treatment  conditions.  Bibliotherapy  clients 
were  evaluated  and  then  provided  with  a self-help  manual  and  self-monitoring  cards  but  were 
not  given  therapy  sessions.  BSCT  alone  consisted  of  10  individual  sessions  following  material 
presented  in  the  manual.  BSCT  plus  relaxation  training  was  identical  to  BSCT  alone  except  that 
training  in  progressive  deep  muscle  relaxation  was  added  within  the  10  sessions,  while  group 
therapy  was  identical  in  content  to  BSCT  plus  relaxation  but  offered  in  a group  rather  than  indi- 
vidually. 

At  10  weeks  after  intake,  patients  were  administered  the  Profile  of  Mood  States  and  the  Goal 
Attainment  Scaling  procedures,  along  with  a Followup  Information  Sheet  to  assess  drinking  pat- 
terns. Significant  others  were  again  telephoned,  and  clients  were  asked  to  keep  drinking  records 
for  10  more  weeks,  sending  them  in  weekly.  Followup  interviews  were  conducted  at  intervals  of 
3 and  12  months  following  termination.  All  termination  procedures  were  repeated  and  both  locus 
of  control  scales  readministered.  Liver  function  tests  were  also  repeated. 


RESULTS 

No  significant  differences  between  groups  were  found  with  regard  to  demography,  drinking  his- 
tory, MAST  score,  self-reports  of  consumption , or  liver  function  tests.  Although  self-reported 
alcohol  consumption  did  approach  significance  at  intake,  the  rates  were  the  same  among  groups 
at  12-months  followup.  Drinking  significantly  decreased  in  all  groups  during  treatment  and  rose 
modestly  during  followup. 

Patients  showed  significant  improvement  on  the  Locus  of  Control  scales  and  the  Profile  of  Mood 
States.  Moreover,  liver  function  assays  showed  significant  beneficial  changes  as  did  Goal  Attain- 
ment scaling. 


CONCLUSIONS 

All  direct  indices  of  drinking  behavior  including  self-report,  self-monitoring,  and  collateral 
reports  reflect  a significant  decrease  in  alcohol  consumption,  both  statistically  and  clinically. 
Average  weekly  consumption  for  all  clients  declined  to  16  Standard  Ethanol  Content  units  per 
week,  below  the  mean  alcohol  consumption  for  American  drinkers.  Overall,  69  percent  of  clients 
were  rated  as  improved  at  12-month  followup. 

Differences  in  effectiveness  between  the  four  groups  are  marginal  at  best.  No  strong  mean  dif- 
ferences on  drinking  or  nondrinking  outcome  measures  emerged,  and  alcohol  consumption  differ- 
ences were  attributable  to  pretreatment  differences  in  levels.  Any  slight  differences  between 
group  4 and  the  other  groups  that  were  found  could  not  be  attributed  to  variations  in  treatment 
methods. 

Substantial  improvement  among  patients  was  noted  on  a variety  of  nondrinking  outcome  measures. 
However,  because  the  study  lacked  a control  group,  these  improvement  rates  cannot  be  said  to 
have  significantly  exceeded  those  attributable  to  spontaneous  remission  within  the  sample. 
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Moos,  R.H.;  Finney,  J.W.;  and  Chan,  D.A.  The  process  of  recovery  from  alcoholism.  I.  Com- 
paring alcoholic  patients  and  matched  community  controls.  Journal  of  Studies  on  Alcohol, 
42(5): 383-402  , 1981  . 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Residential  treatment  (Salvation  Army,  public 
hospital,  halfway  house,  milieu-oriented  pro- 
gram, and  aversion  conditioning  program); 
Alcoholics  Anonymous 

SAMPLE  TYPE: 

Recovered  alcoholics;  relapsed  alcoholics; 
community  controls 

SAMPLE  SIZE: 

226  (1  13  patients,  113  controls) 

SEX/AGE: 

Male  and  female;  mean  age: 
47  to  51  for  three  groups 

ETHNICITY: 

Mostly  white 

LOCALE: 

Not  specified 

METHODOLOGY: 

Descriptive  study;  longitudinal  study; 
correlational  study 

INSTRUMENTS  USED: 

Interviews;  Health  and  Daily  Living  Form; 
Family  Environment  Scale;  Work  Environment 
Scale;  Hollingshead  Scale;  treatment  records 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

45 

PURPOSE 

Data  from  samples  of  married  patients  who  had  been  treated  for  alcoholism  at  one  of  five  resi- 
dential facilities  and  matched  community  controls  were  used  to  determine  (1)  the  degree  to  which 
recovered  alcoholics  function  as  well  as  matched  community  controls,  (2)  the  extent  to  which 
relapsed  patients  function  more  poorly  than  recovered  patients,  and  (3)  the  role  of  posttreatment 
factors  in  influencing  treatment  outcome. 


METHODOLOGY 

Two  years  after  inpatient  treatment,  55  recovered  alcoholics  (41  abstainers  and  14  moderate 
drinkers,  including  12  women)  and  58  relapsed  alcoholics  (rehospitalized  for  alcoholism  or  drink- 
ing excessively,  including  13  women)  were  compared  with  113  community  controls  matched  on  sex 
(22  percent  women),  age  (mean  47  to  51),  race  (85  to  88  percent  white),  education  (60  to  69 
percent  beyond  high  school),  occupation  (3.6  to  4 on  the  Hollingshead  Scale),  religion  (42  to  52 
percent  Protestant),  and  family  size.  All  were  married. 


RESULTS 

Current  drinking  was  reported  by  84  percent  of  the  controls  and  by  24  percent  and  76  percent 
of  the  recovered  and  relapsed  alcoholics;  the  mean  daily  consumption  of  alcohol  was  0.74,  0.89, 
and  5.09  ounces,  respectively.  Consistent  with  the  contention  that  some  recovered  alcoholics 
can  engage  in  normal  patterns  of  social  drinking,  there  were  no  real  differences  in  the  frequent  . 
or  quantity  of  drinking  between  the  recovered  moderate  drinkers  and  drinkers  in  the  control 
group. 
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On  seven  measures  of  depression,  anxiety,  physical  symptoms,  and  medical  conditions,  the 
relapsed  alcoholics  were  functioning  significantly  worse  than  the  controls,  while  significant  dif- 
ferences between  recovered  alcoholics  and  controls  were  found  on  only  three  measures.  On  four 
measures  of  occupational  functioning,  there  were  significant  differences  between  controls  and 
recovered  alcoholics.  On  three  of  five  measures  of  personal  resources  (e.g.,  social  competence, 
coping  skills)  there  were  significant  differences  between  relapsed  alcoholics  and  controls,  but 
no  differences  between  recovered  alcoholics  and  controls.  On  a measure  of  life  changes  and  on 
two  scales  assessing  the  family  and  work  environment,  the  recovered  alcoholics  were  more  similar 
to  the  controls  than  were  the  relapsed  alcoholics. 

In  general,  the  recovered  alcoholics  were  functioning  as  well  as  their  nonalcoholic  neighbors. 
They  had  about  as  much  self-confidence,  coped  with  ongoing  life  stress  just  as  well,  and  achieved 
a similar  level  of  occupational  functioning.  However,  the  recovered  alcoholics  were  more  likely 
to  use  medications  and  visit  physicians  and  were  more  likely  to  smoke  and  smoke  more  heavily 
than  the  controls. 

For  relapsed  alcoholics,  the  experience  of  more  life  stress,  the  lack  of  adequate  environmental 
support,  and  the  use  of  less  effective  coping  responses  combined  to  make  it  difficult  for  them 
to  break  their  destructive  drinking  patterns. 


CONCLUSIONS 

The  posttreatment  environment  (particularly  family  characteristics  and  work  settings)  is  important 
in  the  recovery  process  and  enables  some  alcoholics  to  attain  essentially  normal  patterns  of  func- 
tioning . 
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Moos,  R.H.;  Finney,  J.W.;  and  Gamble,  W.  The  process  of  recovery  from  alcoholism.  II.  Com- 
paring spouses  of  alcoholic  patients  and  matched  community  controls.  Journal  of  Studies  on 
Alcohol , 43(9 ) : 888-909  , 1982. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 
SEX/ACE: 
ETHNICITY: 
LOCALE: 


Not  applicable 

Spouses  of  recovered  and  relapsed  alcoholics; 
spouses  of  matched  community  controls 

210 

Male  and  female  mature  adults 
Mixed 

Major  East  Coast  U.S.  cities 


METHODOLOGY:  Descriptive  study;  longitudinal  study; 

correlational  study 

INSTRUMENTS  USED:  Interviews;  questionnaires,  including  the  Health 

and  Daily  Living  Form;  Family  Environment  Scale; 
Work  Environment  Scale 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  52 


PURPOSE 

This  paper,  the  second  in  a series  probing  posttreatment  factors  and  the  process  of  recovery 
from  alcoholism,  explores  the  characteristics  of  spouses  of  alcoholics  and  the  effects  of  a partner's 
alcoholism  on  the  spouse  by  comparing  spouses  of  recovered  and  relapsed  alcoholic  patients  with 
sociodemographically  matched  spouses  of  community  controls. 


METHODOLOGY 

The  subsample  of  105  spouses  was  selected  to  match  the  spouses  of  the  alcoholic  patients  on  6 
sociodemographic  factors:  sex,  age,  ethnicity,  religion,  education,  and  family  size.  Both  the 
sample  and  control  groups  were  stably  married  couples,  as  indicated  by  the  average  length  of 
marriage  of  22  years  for  the  control  group  and  21  and  17  years  for  the  recovered  and  relapsed 
patients,  respectively. 

Six  sets  of  variables — mood  and  health-related  functioning,  personal  resources,  social  functioning, 
occupational  functioning,  life-change  events,  and  social-environmental  resources — were  measured 
using  three  structured,  self-administered  questionnaires:  the  Health  and  Daily  Living  Form, 

the  Family  Environment  Scale,  and  the  Work  Environment  Scale. 


RESULTS 

Spouses  of  recovered  alcoholics  were  less  likely  to  have  drunk  alcohol  during  the  past  month. 
They  reported  fewer  social  contacts  and  less  emphasis  on  an  active-recreational  orientation  in 
their  families  than  did  spouses  of  community  controls. 

In  contrast  with  the  controls,  spouses  of  relapsed  alcoholics  drank  more  alcohol,  experienced 
more  negative  life  events,  participated  in  fewer  social  activities,  and  enjoyed  less  cohesion  m i 
active  recreation  in  their  family  environment.  Furthermore,  the  spouses  of  currently  he.iv, 
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drinking  alcoholics  also  experienced  more  drinking  problems,  depression,  and  medical  conditions, 
and  tended  to  change  jobs  and  visit  physicians  more  frequently.  Spouses  are  affected  by  their 
partners'  other  characteristics  (such  as  mood  and  physical  symptoms)  as  well  as  by  stressful 
life-change  events  (such  as  loss  of  income  and  legal  problems)  that  may  be  related  to  the  part- 
ners' drinking  problem.  In  contrast,  there  was  little  relationship  between  the  level  of  function- 
ing of  the  spouses  of  the  controls  and  the  characteristics  of  their  partners. 


CONCLUSIONS 

The  results  provide  no  support  for  the  hypothesis  that,  compared  to  spouses  of  controls,  spouses 
of  alcoholics  are  more  likely  to  suffer  from  disturbed  personalities.  Nor  is  there  support  for 
the  idea  that  their  functioning  is  detrimentally  affected  by  their  partner's  successful  control  of 
alcohol  misuse. 

The  findings  underscore  the  need  to  study  spouses  of  alcoholics  using  a general  conceptual  frame- 
work that  can  be  applied  to  other  groups  of  spouses  as  well.  Such  a framework  should  incor- 
porate the  five  sets  of  predictors  of  spouse  functioning  and  potentially  relevant  personality 
factors  as  well  as  acknowledge  that  the  characteristics  of  the  dysfunctional  partner  can  directly 
affect  spouse  functioning. 

This  framework  recognizes  that  the  effects  of  any  one  characteristic  of  a partner  (such  as  level 
of  alcohol  consumption)  on  a spouse  must  be  evaluated  in  light  of  the  partner's  functioning  in 
other  areas.  It  enables  an  investigator  to  study  the  influence  of  personality  factors  on  func- 
tioning without  the  need  to  assume  that  spouses  of  alcoholics  are  disturbed  or  abnormal.  Finally, 
it  may  enable  clinicians  to  focus  on  specific  needs  (training  in  coping  skills)  and  capitalize  on 
existing  resources,  such  as  family  cohesion,  in  their  treatment  of  spouses. 
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Moos,  R.H.,  and  Moos,  B.S.  The  process  of  recovery  from  alcoholism:  III.  Comparing  function- 
ing in  families  of  alcoholics  and  matched  control  families.  Journal  of  Studies  on  Alcohol, 
45(2) : 1 11-1 18,  1984. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  1 of  5 residential  facilities 

SAMPLE  TYPE:  Treated  alcoholics  and  their  spouses; 

matched  controls 


SAMPLE  SIZE: 
SEX/AGE: 
ETHNICITY: 
LOCALE: 


210  (experimental:  105;  controls:  105) 
Both  sexes;  age  not  specified 
Not  specified 
Not  specified 


METHODOLOGY:  Comparative  study 

INSTRUMENTS  USED:  Family  Environment  Scale;  Student-N ewman-Keuls 

Multiple  Range  Test;  Health  and  Daily  Living  Form; 
Work  Pressure  Subscale  of  the  Work  Environment  Scale 


DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  32 


PURPOSE 

Many  studies  have  focused  on  the  families  of  alcoholics  and  have  demonstrated  the  importance  of 
the  family  in  mediating  progression  in  and  recovery  from  alcoholism.  Most  of  these  studies  have 
concluded  that  serious  conflicts  and  role  dysfunctions  exist  in  the  families  of  alcoholics.  Some 
have  speculated  that  family  functioning  will  continue  to  be  marginal  even  if  the  alcoholic  member 
recovers.  It  has  even  been  suggested  that  a spouse's  problem  drinking  is  an  adaptive  function 
for  the  family.  However,  some  evidence  shows  that  the  families  of  stably  married  recovered  alco- 
holics can  function  relatively  well,  that  family  functioning  may  improve  after  alcohol  use  ceases, 
and  that  family  cohesion  and  the  spouse's  involvement  in  treatment  can  enhance  the  recovery 
process. 

Surprisingly,  no  studies  have  compared  family  functioning  among  recovered  and  relapsed  alcoholics 
with  that  among  matched  control  couples.  Information  on  nonalcoholic  community  groups  can  aid 
the  understanding  of  how  normal  families  function  and  how  they  differ  from  alcoholic  families. 

This  study  compared  families  of  alcoholic  patients  who  had  undergone  treatment  with  sociodemo- 
graphically  matched  control  families  on  three  dimensions  of  family  functioning:  role  functioning, 

family  environment,  and  husband-wife  congruence. 


METHODOLOGY 

Data  came  from  105  alcoholic  patients  and  their  spouses  6 months  and  2 years  after  the  patients 
completed  treatment  at  1 of  5 residential  facilities  and  from  105  control  families  drawn  from  the 
same  or  adjacent  census  tracts  and  matched  on  sociodemographic  factors.  The  alcoholic  subjects 
were  further  identified  as  either  recovered  (54)  or  relapsed  (51)  on  the  basis  of  their  drinking 
history  during  the  2 years  after  treatment. 

Each  respondent  completed  a self-administered  questionnaire.  The  questions  on  role  functionin  j 
covered  who  usually  performed  each  of  18  tasks  such  as  planning  and  cooking  meals,  handling 
the  bills,  and  making  minor  household  repairs.  Role  performance  was  measured  by  the  prog'>r;i.iu 
of  tasks  perfomed.  Family  arguments  were  assessed  by  the  proportion  of  areas  in  which  family 
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members  disagreed.  Family  environment  was  assessed  by  the  average  of  the  husband's  and  wife's 
perceptions  on  the  10  dimensions  of  the  Family  Environmental  Scale,  which  covered  the  quality 
of  interpersonal  relationships  in  the  family,  areas  of  personal  growth  emphasized  by  family  mem- 
bers, and  the  degree  of  structure  in  the  family.  Congruence  between  husband  and  wife  was 
measured  by  the  degree  of  agreement  between  the  spouses  about  family  functioning  and  the  family 
environment. 

When  preliminary  analyses  indicated  essentially  no  differences  between  control  families  matched 
to  the  families  of  recovered  patients  and  those  matched  to  the  families  of  relapsed  patients,  fami- 
lies of  both  recovered  and  relapsed  patients  were  contrasted  with  the  total  control  group.  The 
three  groups  were  compared  with  one-way  analyses  of  variance  and  with  further  analyses  of 
covariance.  Regression  analyses  using  four  sets  of  variables  were  used  to  predict  five  indices 
of  family  functioning. 


RESULTS 

Spouses  of  relapsed  alcoholics  reported  performing  more  household  tasks  than  their  alcoholic  part- 
ners. Their  partners  basically  agreed  with  this  assessment.  The  marital  partners  in  the  recov- 
ered alcoholic  and  control  families  performed  similar  proportions  of  tasks.  The  three  groups  were 
similar  in  the  proportion  of  tasks  performed  jointly  by  both  partners.  However,  spouses  of 
recovered  alcoholics  reported  fewer  family  arguments  than  did  either  of  the  other  two  groups  of 
spouses.  The  families  of  relapsed  alcoholics  had  significantly  less  cohesion  and  expressiveness 
than  did  the  other  two  groups.  They  also  showed  less  emphasis  on  an  active-recreational  orien- 
tation. 

The  three  groups  had  similar  levels  of  agreement  among  spouses  on  the  tasks  they  performed 
separately,  but  spouses  in  the  families  of  recovered  alcoholics  showed  higher  agreement  on  joint 
task  participation.  In  families  of  relapsed  alcoholics,  the  husbands  and  wives  showed  significantly 
more  disagreement  about  the  family  environment  than  did  spouses  in  the  other  two  groups. 

For  the  relapsed  patients  who  were  heavy  drinkers  (more  than  12  ounces  of  absolute  alcohol  per 
day)  , the  results  were  similar  but  more  extreme  than  those  for  the  other  relapsed  alcoholics. 

The  families  of  the  alcoholics  were  strongly  affected  by  the  level  of  adaptation  of  the  alcoholic 
partners.  Families  in  which  the  alcoholic  partner  reported  more  alcohol  consumption,  drinking 
problems,  anxiety,  depression,  and  physical  symptoms  had  more  family  arguments,  less  cohesion 
and  expressiveness,  and  less  agreement  about  family  environment  and  joint  task  performance. 

Spousal  characteristics  also  affected  family  functioning.  More  arguments  and  less  agreement 
about  joint  task  performance  occurred  where  the  spouses  of  alcoholic  patients  complained  either 
of  more  anxiety  or  more  depression.  Spouses  using  avoidance  coping  strategies  experienced  more 
arguments  and  less  cohesion  than  did  others.  Pressure  at  work  and  negative  life  events  were 
also  related  to  family  arguments. 

Families  with  alcoholic  wives  had  similar  functioning  indices  to  families  with  alcoholic  husbands. 


CONCLUSIONS 

Some  recovered  alcoholics  and  their  partners  can  attain  normal  personal  and  family  adaptation. 

The  poorer  family  functioning  among  relapsed  alcoholics  than  among  recovered  alcoholics  or  com- 
munity controls  indicates  that  stress  exists  in  the  families  of  alcoholics,  but  this  stress  decreases 
when  the  alcoholics  make  an  effort  to  control  their  drinking.  Results  did  not  support  a hypothe- 
sis of  a more  negative  social  environment  in  families  with  alcoholic  wives.  However,  the  charac- 
teristics of  the  marital  partners  may  exert  a cumulative  effect.  Family  functioning  is  affected 
not  only  by  the  characteristics  of  the  alcoholic  member  but  also  by  such  other  factors  as  the 
spouse's  functioning  and  life  stress.  The  work  setting,  particularly  involvement  in  a pressured 
work  setting  that  may  reduce  energy  for  enhancing  cohesion,  may  also  affect  family  functioning. 

The  relationships  between  family  environment  and  posttreatment  functioning  of  the  alcoholic  mem- 
ber are  reciprocal.  Thus,  statements  about  cause  and  effect  would  be  extremely  problematic. 
Future  research  should  develop  conceptual  models  to  examine  the  relationships  between  the  charac- 
teristics of  each  of  the  marital  partners  and  the  functioning  of  the  family  unit. 
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Morey,  L.C.,  and  Blashfield,  R.K.  Empirical  classifications  of  alcoholism:  A review.  Journal 

of  Studies  on  Alcohol,  42(1  1 ) : 92 5—93 7 , 1981. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 


Alcohol 

Not  applicable 

Male  veterans  and  State  hospital  patients 
Not  applicable 


SEX/AGE:  Mostly  male,  average  age:  45 

ETHNICITY:  Not  applicable 


LOCALE: 


Not  applicable 


METHODOLOGY:  Theoretical /critical  review 

INSTRUMENTS  USED:  Minnesota  Multiphasic  Personality  Inventory; 

Differential  Personality  Inventory;  Sixteen 
Personality  Factor  Questionnaire;  Inverse  factor 
analysis;  Lorr's  method;  Ward's  method 


DATE(S)  CONDUCTED:  Not  applicable 

NO.  OF  REFERENCES:  61 


PURPOSE 

One  means  to  identify  alcoholic  types  is  cluster  analysis.  This  approach  assumes  nothing  about 
the  nature  or  origin  of  alcoholism.  Further,  cluster  analysis  is  unburdened  by  preconceived 
ideas  or  alcoholic  stereotypes.  This  review  of  cluster-analytical  studies  of  alcoholic  types  dis- 
cusses their  methodological  aspects  and  compares  their  findings. 


SUMMARY 

In  the  last  25  years,  27  studies  that  used  cluster  analysis  to  create  typologies  of  alcoholics  have 
been  published.  More  than  half  of  these  studies  were  published  after  1974.  The  studies  are 
remarkably  consistent  in  terms  of  their  samples'  characteristics.  Most  used  male  veterans  or 
State  hospital  patients  with  an  average  age  of  45.  As  these  samples  represent  a restricted  sub- 
set of  American  alcoholics,  generalizations  to  all  alcoholics  are  somewhat  questionable. 

All  but  four  recent  studies  used  objective  personality  inventories  to  collect  data.  The  Minnesota 
Multiphasic  Personality  Inventory  (MMPI)  was  used  in  15  studies.  The  Differential  Personality 
Inventory  (DPI)  and  the  Sixteen  Personality  Factor  Questionnaire  (16PF)  were  also  used  relatively 
often.  However,  the  personality  inventories  may  be  of  questionable  value,  as  they  used  alco- 
holics' self-reports. 

Of  the  more  than  100  methods  of  cluster  analysis  proposed,  12  were  used  in  these  studies.  The 
most  popular  procedure,  although  rarely  used  elsewhere,  was  inverse  (Q-mode)  factor  analysis, 
used  in  nine  studies.  Lorr's  method  (six  studies)  and  Ward's  method  (four  studies)  were  also 
used  relatively  often.  The  studies  were  nearly  equally  split  in  their  use  of  either  distance  or 
correlation  as  a measure  of  similarity. 

The  studies  varied  in  the  amount  of  information  they  provided  about  the  methodology  used. 
Blashfield  proposed  five  criteria  that  could  be  used  to  judge  the  adequacy  of  a cluster  analysis 
study.  The  first  four  criteria  focus  on  the  information  provided.  Blashfield  says  if  the  method 
of  cluster  analysis  and  the  measure  of  similarity  are  not  clearly  described,  if  the  computer  pro- 
gram used  in  clustering  is  not  identified,  and  if  the  process  used  to  select  the  final  number  of 
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clusters  is  not  fully  delineated,  there  is  insufficient  information  to  allow  an  independent  researcher 
to  replicate  the  study.  Only  4 of  the  27  studies  meet  all  4 criteria  concerning  information  about 
methods.  The  fifth  criterion  Blashfield  suggests  is  use  of  a validation  procedure.  All  27  studies 
attempted  to  provide  some  evidence  that  clusters  were  significantly  different — a discriminant  anal- 
ysis, analysis  of  variance,  or  multiple  univariate  F tests.  When  these  analyses  were  performed 
on  the  variables  used  to  form  the  clusters,  however,  the  results  had  no  meaning.  Cluster  solu- 
tions of  only  two  studies  are  considered  well  validated. 

Few  efforts  have  been  made  to  integrate  the  findings  of  these  27  studies.  Only  Skinner  et  al. 
and  O'Leary  et  al.  compared  several  MMPI  studies.  Goldstein  and  Linden  divide  alcoholics  into 
neurotic  and  personality  disorder  groups,  two  clusters  being  associated  with  the  latter  category. 
The  subdivision  of  alcoholics  into  neurotic  and  personality  disorder  types  is  relatively  consistent 
in  the  MMPI  studies,  although  the  number  of  clusters  associated  within  these  subdivisions  varies 
across  the  15  studies. 

O'Leary  et  al.  in  analyzing  five  MMPI  clustering  studies  reported  that  the  first  two  clusters 
found  by  Goldstein  and  Linden  have  generally  been  established  in  subsequent  studies.  This 
review  of  15  MMPI  studies  generally  agrees  with  O'Leary's  conclusion.  With  one  exception,  the 
15  studies  found  a cluster  having  a high  4 profile.  Five  studies  noted  that  alcoholics  having 
this  profile  are  long-term  but  only  moderately  heavy  alcohol  users.  Additional  evidence  to  vali- 
date this  cluster  type  is  the  classical  MMPI  interpretation  associating  a high  4 profile  with  a 
passive-dependent  personality  style,  which  is  a plausible  alcoholic  type.  The  other  Goldstein 
and  Linden  cluster,  which  appears  to  have  been  established  in  other  MMPI  studies,  is  their  2-7-8 
cluster.  It  was  found  in  all  but  3 of  the  27  studies  reviewed.  Validation  evidence  on  this  type 
of  alcoholic  consistently  suggests  that  they  are  the  heaviest  alcohol  users,  are  most  likely  to 
experience  withdrawal,  and  generally  have  the  severest  psychopathology.  Skinner  et  al . per- 
formed a dimensional  analysis  of  the  relationships  between  personality  subtypes  of  alcoholics, 
identifying  an  important  dimension  as  subjective  distress  versus  denial.  The  general-distress- 
versus-denial  dimension  may  reflect  a major  difference  between  the  2-7-8  (distress)  and  high  4 
(denial)  clusters  Goldstein  and  Linden  found. 

Another  important  dimension  noted  by  Skinner  et  al . concerns  the  problem  drinker's  interpersonal 
style.  This  was  an  important  differentiating  dimension  in  the  16PF  studies  by  Lawlis  and  Rubin, 
Nerviano  and  Gross,  and  Costello  et  al . , as  well  as  in  studies  not  using  the  16PF  by  Stein  et 
al.,  Nerviano,  and  Finney  and  Moos.  The  view  of  interpersonal  adjustment  as  a good-versus-poor 
dimension  seems  to  be  an  oversimplification  reducing  the  discriminative  power  of  the  dimension. 


CONCLUSIONS 

Researchers  need  a broader  base  of  data  for  analysis.  The  delineation  of  alcoholic  subtypes 
through  personality  measures  presupposes  personality's  role  in  etiology  and  treatment.  Other 
factors,  such  as  alcohol  use  patterns,  may  be  equally  or  more  important. 

Virtually  every  researcher  considers  a primary  objective  of  classifying  alcoholics  by  type  to  be 
the  indication  of  optimal  treatment  for  each  type,  thus  identifying  a clinically  significant  type  x 
treatment  interaction.  Thus  far,  the  only  study  to  test  this  type  x treatment  interaction  found 
no  significant  interactions.  The  variables  used  to  create  a typology  in  this  study  had  little  rela- 
tion to  those  used  in  most  other  cluster-analytic  studies.  Clearly,  research  on  type  x treatment 
interactions  is  also  needed,  but  this  should  be  preceded  by  a careful  delineation  of  types,  based 
on  the  findings  of  previous  work. 

Research  in  this  area  reveals  a need  for  more  careful  selection  of  subjects,  clustering  techniques, 
and  variables.  Future  studies  should  include  more  women  and  outpatients  in  their  samples,  con- 
sider variables  more  diagnostic  of  interpersonal  style,  and  use  other  suitable  measures.  More- 
over, researchers  must  integrate  the  results  of  their  cluster  analyses  with  the  results  of  previous 
studies  in  the  area.  Comparisons  should  be  quantitative,  if  possible.  Finally,  results  of  cluster 
analyses  should  be  examined  for  validity. 
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Nathan,  P.E.,  and  Lansky,  D.  Common  methodological  problems  in  research  on  the  addictions. 
Journal  of  Consulting  and  Clinical  Psychology,  46(4)  :71  3-726,  1 978. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol,  drugs 

Not  applicable 

Alcoholics;  addicts 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review 

Not  applicable 

Not  applicable 

40 


PURPOSE 

After  identifying  common  problems  in  research  on  the  addictions,  this  article  suggests  remedies 
for  these  methodological  problems.  The  addictions  considered  include  alcoholism  and  drug  depend- 
encies. Because  the  literature  on  alcoholism  is  much  more  extensive  than  on  drug  addiction, 
most  of  the  common  errors  reviewed  are  drawn  from  the  alcoholism  literature.  These  problems 
cover  those  arising  from  inadequate,  incomplete,  or  biased  reviews  of  relevant  literatures;  meth- 
odological shortcomings  of  subject  selection,  research  procedure,  and  data  analysis;  and  problems 
in  the  presentation  and  interpretation  of  results. 


SUMMARY 

Although  using  a broad  range  of  assessment  procedures  is  essential  in  alcohol  and  drug  treatment 
research,  the  ultimate  utility  of  these  measures  can  be  gaged  only  by  refering  to  their  respective 
reliability  and  validity  estimates.  Thus,  the  responsible  researcher  must  assess  and  report  the 
adequacy  of  these  measures  as  applied  to  subjects.  Age,  sex,  and  socioeconomic  status  should 
be  summarized  for  all  subject  populations,  because  alcoholism  does  not  eliminate  the  effect  on 
behavior  of  subject  variables  such  as  demography,  education,  and  social  class.  Other  assessment 
problems  confront  the  drug  researcher,  since  only  recently  have  efforts  been  made  to  measure 
quantity  and  frequency  of  drug  ingestion.  Carlin  and  Strauss  (1977)  explored  the  possibility 
of  categorizing  drug  addicts  along  functional  dimensions  and  a major  self-medication/ recreational 
use  typology.  Overall,  using  these  descriptors,  in  conjunction  with  the  more  common  descriptive 
typology,  provides  more  information  about  subjects  than  the  descriptive  typology  alone. 

Another  common  subject  selection  problem  is  choice  of  comparison  groups  when  contrasting  alcohol 
or  drug  abusers  with  nonabusers.  Alcoholics  (drug  addicts)  with  psychiatric  disorder  must  :>c 
compared  to  nonaddicted  individuals  matched  for  age,  sex,  and  socioeconomic  status  and  whose 
psychiatric  diagnoses  approximate  those  of  alcoholics.  Groups  of  patients  to  be  compared  on 
treatment  outcome  must  have  been  chosen  from  the  same  patient  population  initially,  an  i then 
assigned  to  treatment  groups  to  ensure  comparability.  A related  control  issue  is  the  treat  ■ ■■■ 
motivation  of  experimental  and  control  subjects  of  comparative  treatment  studies. 

As  alcoholics  are  not  easy  to  locate  for  study  and  also  are  not  likely  to  be  highly  motivated  to 
participate  in  psychological  research,  researchers  may  choose  to  study  alcoholic  an.ilo  j ,o.  ; 

who  may  be  "problem  drinkers"  of  one  sort  or  another.  General izations  from  their  non.,  , i a • 
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that  of  alcoholics  must  be  done  carefully,  if  at  all.  Thus,  alcoholics  should  almost  always  be 
studied  rather  than  their  analogs. 

Given  that  many  alcoholics  and  drug  addicts  drop  out  of  treatment  and  that  as  many  more  who 
complete  treatment  cannot  be  located  for  followup,  any  statistical  analysis  must  include  differences 
among  treatment  subjects  who  dropped  out  of  treatment.  These  subjects  should  be  considered 
treatment  failures  regardless  of  the  rationalization  some  may  have  offered  for  the  decision  to  ter- 
minate. 

Researchers  should  study  socially  and  economically  advantaged  alcoholics  and  drug  abusers  as 
well  as  more  readily  available  groups.  If  the  usual  groups  of  skid  row  alcoholics  and  destitute 
heroin  addicts  are  the  only  populations  available  for  study,  the  researcher  must  make  clear  that 
generalizations  from  the  data  can  only  be  applied  to  comparable  groups  of  intellectually  and  voca- 
tionally limited  individuals. 

Group  designs  allow  more  comfortable  generalization  of  findings  from  one  population  to  another, 
because  they  allow  statistical  testing  of  differences  in  the  efficacy  of  one  treatment  procedure 
and  another  among  many  individuals.  Yet,  group  designs  sacrifice  detailed  analysis  of  behavior 
change  that  is  provided  by  single  subject  designs. 

Treatments  contrasted  in  comparative  studies  should  be  provided  by  comparably  trained,  equally 
committed  therapists.  To  justify  meaningful  comparisons  among  different  treatments,  all  patients 
must  have  received  about  the  same  number  of  hours  of  individual  and  group  treatment,  and  the 
intervals  between  treatment  sessions  must  have  been  comparable. 

A 2-year  followup  for  treatment  of  alcoholism  or  drug  dependence  is  believed  necessary  to  provide 
a comprehensive  view  of  the  treatment's  power  to  effect  lasting  change.  Experimenter  bias  must 
be  anticipated.  Researchers  should  also  control  for  variables  other  than  variety  of  alcoholism 
or  drug  dependence  in  comparative  treatment  studies.  Similar  controls,  or  at  the  least,  aware- 
ness of  the  importance  of  such  variables  as  age,  sex,  race,  and  socioeconomic  status  when 
experimental  controls  are  impossible,  are  also  necessary  in  studies  exploring  the  impact  of  alco- 
holism on  behavior. 

The  serious  researcher  must  report  data  parsimoniously,  modestly,  and  completely,  even  when 
the  data  are  more  confusing  and  less  interpretable  than  data  selectively  pruned.  Researchers 
can  overinterpret  statistically  significant  as  well  as  marginally  or  wholly  insignificant  differences 
among  groups,  because  statistically  significant  differences  may  fail  to  achieve  clinical  significance. 

The  researcher  should  be  modest  in  discussing  the  study's  results,  perhaps  beginning  with  a 
section  detailing  limits  on  generalization  from  the  data  reported.  Even  without  specific  methodo- 
logical constraints  on  generalizability , it  is  smart  to  limit  the  extent  of  one's  claim  for  the  wide- 
spread or  universal  relevance  of  one's  findings. 


CONCLUSIONS 

Researchers  should  adopt  a conservative,  essentially  modest,  approach  to  their  data  and  to  claims 
or  conclusions  deriving  from  the  data. 
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Neubueryer,  O.W.;  Hasha,  N.;  Matarazzo,  J.D.;  Schmitz,  R.E.;  and  Pratt,  H.H.  Behavioral- 
chemical  treatment  of  alcoholism:  An  outcome  replication.  Journal  of  Studies  on  Alcohol, 
42(9) : 806-81 0 , 1981 . 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Chemical  aversion  therapy;  behavior  therapy; 
counseling;  group  therapy 

Alcoholic  inpatients 

908 

Males  and  females,  age  range:  17-76 
Not  specified 
Fair  Oaks,  California 
Correlational  analysis 
Interviews;  laboratory  examinations 
January  1 , 1976  , through  December  31,  1978 
10 


PURPOSE 

Investigators  have  suggested  that  the  relatively  high  abstinence  rates  achieved  by  alcoholics  in 
conditioned-reflex  treatment  may  be  as  much  a characteristic  of  the  patients  selected  for  treat- 
ment as  an  inherent  element  of  the  therapy  itself.  This  study  explores  that  possibility,  using 
the  Fair  Oaks  Raleigh  Hills  Hospital  in  California  as  the  study  site. 

This  hospital  aimed  for  total  abstinence  for  their  patients.  Hospital  records  indicated  that  most 
patients  admitted  between  January  1 , 1976,  and  December  31  , 1978  , tried  to  stop  drinking  them- 
selves at  home  (88  percent),  and  many  attended  Alcoholics  Anonymous  meetings  (32  percent)  or 
had  alcohol-related  hospitalization  (45  percent)  before  treatment  at  Fair  Oaks.  As  hospital  admis- 
sion is  voluntary,  and  the  decision  to  enter  treatment  is  made  by  the  patient  after  detoxification, 
it  is  assumed  that  these  alternative  methods  had  failed  in  these  individuals. 


METHODOLOGY 

All  patients  treated  at  Fair  Oaks  during  the  3 years  reported  here,  1976-78,  formed  the  study 
sample.  The  male  and  female  patients,  ranging  in  age  from  17  to  76  years,  all  were  diagnosed 
as  alcoholics  according  to  National  Council  on  Alcoholism  criteria.  Drinking  had  begun  at  a mean 
age  of  19,  had  been  excessive  by  age  34,  and  uncontrolled  by  age  41. 

Initial  hospitalization  continued  for  11  to  1 4 days,  depending  on  the  detoxication  period.  Each 
patient's  evaluation  included  a medical  history  and  physical  examination,  laboratory  studies,  and 
a briefing  and  discussion  of  treatment  after  detoxication  by  a physician,  a counselor,  and  a treat- 
ment nurse,  individually.  The  treatment  program  included  aversive  counterconditioning  treat- 
ments every  other  day  with  scheduled  individual  counseling  sessions,  relaxation  training  sessions, 
and  afternoon  group  programs.  Round  tables  were  held  four  evenings  a week,  conducted  m 
turn  by  a counselor,  a psychologist,  a physician,  and  a social  worker,  and  intensive  peer  jrn.i; 
interaction  was  encouraged.  At  discharge,  the  patient  again  conferred  individually  with  tin-  , 
sician,  counselor,  and  aftercare  worker  to  plan  referral  and  followup.  The  patient  was  s<  h>  t i .■  . 
to  return  for  reinforcement  treatment,  including  overnight  hospital  stays,  on  seven  or  v,r.  a- 
sions  at  increasing  intervals  for  at  least  a year.  Patients  were  advised  to  visit  the  hospital  h 
quently,  at  least  once  weekly  in  the  early  months,  and  at  other  times  when  they  nad  .a  ■ 
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or  felt  their  abstinence  threatened.  Counseling,  additional  reinforcement,  an  overnight  stay,  or 
referral  were  provided  at  these  visits.  The  blood  chemistry  panel  was  routinely  repeated  at  3 
months,  and  other  tests  were  performed.  If  a patient  resumed  drinking,  that  patient  was 
admitted  for  detoxication  and  further  treatment. 

Overnight  treatment  permitted  hospital  staff  to  determine  the  patient's  degree  of  abstinence  during 
the  posttreatment  year  and  to  supplement  the  verbal  report  of  abstinence  with  information  pro- 
vided by  significant  others.  Patients  failing  to  appear  were  contacted  either  by  telephone, 
through  family  or  friends,  or  by  mail.  The  percentages  of  patients  not  found  during  the  3 suc- 
cessive years  of  the  study  were  3.8  percent  in  1976,  8.8  percent  in  1 977,  and  8.6  percent  in 
1978,  or  7.2  percent  over  the  3-year  period. 


RESULTS 

Among  the  908  patients,  there  were  15  known  deaths  during  the  followup  year.  Patients  on 
Medicare  disability  status  with  physical  and  psychiatric  diagnoses  had  a relatively  poor  prognosis 
( i . e . , a 12-month  success  rate  of  only  33  percent  during  the  3 years,  compared  with  53  percent 
in  the  total  sample,  including  the  Medicare  patients).  Being  married  (62  percent  abstinence)  or 
employed  (65  percent  abstinence)  at  admission  increased  the  chance  of  abstinence  appreciably, 
relative  to  the  whole  sample.  Being  both  married  and  employed  was  associated  with  the  best 
outcome  (73  percent). 

Almost  identical  abstinence  rates  (53,  56,  and  50  percent)  were  obtained  in  each  year  of  study, 
thus  cross-validating  the  3-year  combined  53  percent  abstinence  rate.  This  12-month  abstinence 
outcome  was  considerably  higher  than  the  abstinence  rates  of  22  percent  reported  by  Polich  et 
al.  and  29  to  38  percent  reported  by  Stinson  et  al.  Some  patients  (16  during  1 976-78)  who 
relapsed  during  their  1-year  followup  have  been  retreated  and  have  achieved  continued  absti- 
nence. Followup  of  all  patients  for  a 5-year  period  is  now  underway. 


CONCLUSIONS 

Study  results  show  that  the  differential  characteristics  of  patients  receiving  treatment  may  be 
as  much  a determinant  of  outcome  success  as  is  the  treatment  type.  The  findings  raise  the  ques- 
tions of  whether  different  treatment  approaches  might  be  more  successful  with  Medicare  versus 
non-Medicare  patients,  with  younger  disabled  versus  retired  Medicare  patients,  and  with  unem- 
ployed versus  employed  patients. 
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PURPOSE 

Given  the  poor  rates  of  attendance  of  alcoholics  participating  in  outpatient  treatment  programs, 
an  important  variable  to  examine  is  the  perception  held  by  individual  alcoholics  of  specific  thera- 
peutic techniques  and,  particularly,  the  perception  of  whether  a specific  technique  is  helpful  in 
treating  an  individual's  drinking  problem.  This  study  monitors  the  perceptions  of  alcoholic 
patients  regarding  two  diverse  but  common  therapeutic  approaches--di rective  and  nondirective 
counseling  techniques. 


METHODOLOGY 

Fifty  male  alcoholics,  ranging  in  age  from  27  to  60  years,  were  admitted  to  the  Phoenix  Veterans 
Administration  Hospital  Alcohol  Treatment  Program.  They  met  in  small  groups  to  view  films  of 
Carl  Rogers  and  Albert  Ellis  demonstrating  their  nondirective  and  directive  therapy  techniques, 
respectively.  Before  viewing  the  films,  subjects  were  informed  that  the  experimenter  wanted  to 
study  their  perceptions  of  two  different  therapy  approaches.  Half  the  subjects  saw  Rogers  and 
then  Ellis  present  his  views;  the  other  half  saw  the  films  in  reverse  order. 

Following  a viewing  of  the  first  film,  subjects  were  asked  to  rate  the  therapist  using  a 7-point 
rating  scale  on  32  variables.  Subjects  received  30  adjectives,  selected  from  Anderson's  likeable- 
ness ratings  of  personality-trait  words.  Fifteen  adjectives  have  a socially  undesirable  ratm 
(e.g.,  cruel,  phony,  insulting)  and  15,  a socially  desirable  rating  (e.g.,  sincere,  honest,  warmi. 
Subjects  had  to  rate  whether  the  adjective  described  the  therapist  "not  at  all,"  "very  much,"  r 
"somewhere  in  between."  Subjects  also  indicated  how  much  they  wanted  a person  using  this 
approach  as  their  therapist  and  how  much  a person  using  this  approach  would  help  them  wut 
their  problem.  Subjects  also  indicated  which  approach  they  preferred  for  themselves  by  v. ntn 
Rogers  or  Ellis. 


RESULTS 

The  study  calculated  t-tests  by  comparing  the  mean  rating  of  each  variable  rated  in  t 
tive  condition  to  the  mean  rating  of  the  same  variable  rated  in  the  directive  condition, 
show  that  the  therapist  using  the  nondirective  approach  was  viewed  as  significant, 
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considerate,  warm,  friendly,  patient,  tolerant,  sympathetic,  and  passive  than  the  therapist  using 
the  directive  approach.  In  constrast,  the  directive  therapist  was  seen  as  significantly  more  cruel, 
obnoxious,  wise,  insulting,  annoying,  hostile,  unreasonable,  perceptive,  unpleasant,  capable, 
cold,  active,  and  irritating  than  the  nondirective  therapist.  Subjects  reliably  preferred  the  direc- 
tive approach  and  reliably  rated  the  directive  approach  as  being  more  helpful  in  resolving  their 
problems.  Of  the  50  subjects,  44  selected  Ellis,  who  used  the  directive  approach,  as  their  first 
choice. 


CONCLUSIONS 

The  data  indicate  that  these  alcoholics  perceived  the  two  therapeutic  approaches  differently. 

They  tended  to  rate  the  nondirective  technique  more  in  the  socially  desirable  direction  and  the 
directive  technique  more  in  the  socially  undesirable  direction.  At  the  same  time,  they  overwhelm- 
ingly preferred  the  directive  technique  as  the  approach  most  helpful  in  working  out  their  prob- 
lems. 

Pattison  (1966)  suggested  that  the  idea  of  treating  one  population  of  alcoholics  by  one  best  method 
is  a myth  and  that  the  likelihood  of  treatment  success  will  be  increased  when  the  treatment  facility 
can  match  client's  needs.  This  study  extends  Pattison's  conclusion  concerning  the  efficiency  of 
matching  treatment  facilities  to  patient  needs.  If  it  is  efficient  and  effective  to  match  the  client 
to  the  facility,  it  may  prove  more  efficient  and  effective  to  match  the  individual  treatment  tech- 
nique to  the  individual  patient.  Clients  preferring  a directive  approach  could  be  assigned  a 
directive  therapist,  and  those  preferring  a nondirective  approach,  a nondirective  therapist. 

Researchers  need  to  explore  further  the  effects  of  preferential  client-therapist  matching  on  length 
of  stay  in  treatment  and  therapeutic  outcome.  These  data  may  reflect  the  poor  outpatient  visit 
rates  for  alcoholic  patients.  Alcoholics  who  perceive  treatment  as  not  beneficial  may  drop  out 
after  only  a few  sessions.  Individual  therapists  may  apply  the  procedures  used  in  this  study 
as  a methodology  for  determining  their  standing  in  clients'  eyes. 
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PURPOSE 

Followup  studies  are  the  only  means  of  determining  the  effectiveness  of  an  intervention  aimed  at 
future  behavior  change.  Followup  studies  of  substance  abusers  are  intended  mainly  to  aid  the 
evaluation  of  these  programs.  The  success  of  these  studies  depends  on  the  reliability,  validity, 
and  relevance  of  the  data  that  they  furnish  and  on  the  overall  research  design  within  which  fol- 
lowup takes  place. 

This  paper  examines  key  issues  in  the  design  of  followup  studies  for  substance  abusers,  with 
emphasis  on  the  selection  and  measurement  of  the  variables  to  be  considered  in  followup  studies 
and  on  some  of  the  procedures  used  in  conducting  these  studies.  Factors  relevant  to  the  reli- 
ability and  validity  of  followup  data  are  considered  in  detail. 


SUMMARY 

General  Considerations 

Krause  states  that  the  selection  of  outcome  criteria  for  the  evaluation  of  therapeutic  programs  is 
determined  by  the  values  of  the  various  interested  parties.  Outcomes  of  substance  abuse  treat- 
ment programs  are  of  interest  to  the  abusers  and  their  families,  therapists,  moral  entrepreneurs, 
taxpayers,  proponents  of  various  theories  of  substance  abuse,  and  evaluators.  The  various 
groups'  expectations  have  not  been  studied  directly,  but  a wide  range  of  outcome  criteria  have 
been  used  for  treatment  evaluation.  These  criteria  vary  in  their  importance  to  different  parties. 
However,  a consensus  exists  that  multiple  outcome  criteria  should  be  used.  In  addition,  the 
empirical  evidence  has  resulted  in  a shift  in  focus  from  addiction  as  a disease-like  entity  to  a 
more  complex,  multiple-syndrome  framework  that  entails  identifying  the  status  of  individual  sub- 
stance abusers.  Outcome  measures  that  should  be  considered  include  those  related  specifically 
to  the  consumption  of  substances,  as  well  as  social  and  economic  functioning,  the  use  of  leisure 
time,  health,  legal  problems,  psychological  functioning,  additional  treatment,  and  perceptions  of 
treatments  received.  Pretreatment  and  posttreatment  measures  should  be  closely  related,  and 
outcome  studies  should  be  planned  at  the  same  time  as  issues  of  program  design  and  pretreatment 
assessments. 
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Treatment  outcome  studies  also  need  to  consider  posttreatment  environmental  factors  and  the  ways 
in  which  these  influence  posttreatment  functioning.  Followup  should  proceed  long  enough  for 
treated  persons  to  have  experienced  a representative  sample  of  problematic  situations.  Frequent 
followup  contacts  are  also  preferable.  To  maximize  the  chances  of  successfully  tracing  discharged 
patients,  careful  planning  and  communication  regarding  followup  should  begin  during  treatment. 
Although  followup  studies  have  been  successful  without  offering  financial  incentives,  one  practice 
is  to  have  patients  make  monetary  deposits  that  can  be  earned  back  by  keeping  followup  appoint- 
ments. 

An  ethical  issue  involved  in  followup  is  the  potential  for  followup  research  to  be  misperceived 
by  clients  or  misrepresented  by  a research  agency.  Procedures  are  needed  for  responding  to 
patients  found  in  clear  need  of  help.  Procedures  for  contacting  patients  and  the  handling  of 
information  obtained  at  followup  must  ensure  confidentiality.  Although  outcome  data  should  be 
linked  to  treatment  data,  specific  outcomes  should  not  be  reported  to  clinical  services  if  patients 
do  not  wish  this  to  occur. 


Measurement  of  Outcome  Criteria 

Posttreatment  alcohol  consumption  should  be  reported  for  a series  of  time  blocks  of  3 to  6 months. 
Within  each  block,  the  focus  should  be  on  the  frequency  of  alcohol  use,  the  frequency  of  mod- 
erate or  heavy  use,  the  style  of  drinking,  the  social  context  of  drinking,  the  type  of  beverage, 
the  frequency  of  morning  drinking,  and  the  longest  periods  of  abstinence.  Use  of  protective 
drugs  like  calcium  carbimide  and  periods  of  restricted  access  to  alcohol  should  also  be  reported. 
For  drugs,  the  types  of  drugs  used,  the  sources  of  drugs,  the  use  of  injections,  and  the  simul- 
taneous or  alternating  use  of  drugs  and  alcohol  following  treatment  should  also  be  studied. 

Measures  of  substance  use  based  solely  on  self-reports  should  be  approached  with  caution, 
although  no  ideal  alternatives  exist.  Collaterals  are  also  a source  of  information,  although  some 
studies  suggest  that  the  correspondence  of  their  reports  with  self-reports  tends  to  be  moderate 
unless  subjects  have  been  largely  sober  or  drunk.  Direct  observations  in  the  community, 
although  highly  desirable,  are  unlikely  to  be  feasible  for  long  periods  on  large  numbers  of  sub- 
jects, although  they  have  been  used  in  laboratory  settings  or  in  simulated  natural  environments. 
However,  observations  of  reactions  to  drug-related  stimuli  show  promise.  Biochemical  tests  of 
urine,  blood,  sweat  on  the  skin,  or  breath  are  potential  measures,  although  they  have  many 
limitations.  Official  records  may  provide  some  gross  indications  of  use  patterns  of  some  indi- 
viduals, but  have  limited  value  in  providing  detailed  information. 

In  addition  to  considering  consumption  patterns  and  changes,  treatment  evaluations  should  also 
consider  the  extent  to  which  treatments  reduce  or  otherwise  change  the  types  of  related  problems 
experienced  by  those  involved.  The  most  common  problems  considered  in  recent  evaluative 
studies  are  substance-related  arrests;  automobile  accidents;  hospitalizations;  days  lost  from  work; 
and  indices  of  dependence,  intoxication,  or  impairment.  Self-reports  have  corresponded  reason- 
ably well  with  records  kept  by  official  agencies.  Scales  and  indices  made  up  of  several  indicators 
are  potentially  more  useful  in  treatment  evaluation  than  are  the  single  items  of  which  they  are 
composed,  because  properly  constructed  scales  are  likely  to  offer  more  valid  indicators  of  sub- 
stance use  problems. 

A wide  range  of  variables  not  directly  related  to  substance  use  has  also  been  suggested  as  useful 
in  evaluations.  These  variables  include  vocational  adjustment,  residential  status,  social  and  fam- 
ily adjustments,  and  financial  problems.  Researchers  in  other  fields  have  developed  scales  and 
indices  that  would  be  useful  for  alcohol  treatment  evaluations.  The  functional  significance  of 
substance  use  in  real  situations  and  responses  to  situations  that  precipitate  drinking  bouts  have 
also  been  the  focus  of  research  instruments.  Global  outcome  measures  have  also  been  developed, 
but  their  use  may  mask  degrees  of  success  and  are  inconsistent  with  the  complex,  multifaceted 
nature  of  problem  drinking  and  its  treatment. 


CONCLUSIONS 

Followup  studies  present  many  challenges.  Progress  toward  the  development  of  objective,  reli- 
able outcome  measures  has  been  slow  yet  deliberate.  The  strengths  and  weaknesses  of  several 
alternatives  are  rapidly  becoming  clearer.  Multiple  measures  of  posttreatment  consumption  should 
be  part  of  future  studies.  Biomedical  technology  will  not,  however,  become  a substitute  for 
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careful  psychosituational  assessment.  The  use  of  multiple  outcome  criteria  should  also  continue. 
More  uniformity  in  the  use  of  followup  instruments  and  reporting  results  would  be  desirable. 
Outcome  research  must  also  go  beyond  describing  what  happened  and  focus  on  the  reasons  why 
particular  outcomes  occurred.  It  must  also  assess  the  overall  impact  of  treatment  on  the  per- 
formance of  treated  groups  and  consider  whether  and  how  treatments  prepared  clients  for  dealing 
with  actual  situations.  Thus,  followup  research  should  both  enhance  understanding  of  substance 
use  and  generate  ideas  about  how  problem  drinking  might  be  further  studied  and  treated. 
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PURPOSE 

The  Maudsley  Hospital  (London,  England)  admitted  new  couples  into  an  experimental  alcoholism 
family  treatment  and  advice  program  between  March  1968  and  November  1970  to  compare  the  effi- 
cacy of  two  alternative  treatments  differing  in  intensity  and  to  study  the  influence  of  marital 
factors  on  1-year  treatment  outcome.  This  report  presents  followup  results  of  all  100  couples  2 
years  after  their  initial  consultation.  In  each  case,  the  husband  had  the  drinking  problem. 


METHODOLOGY 

Of  the  sample,  59  couples  chosen  randomly  (age  range  22  to  60  for  husbands  and  19  to  60  for 
wives)  received  a single  brief  counseling  session  at  initial  consultation;  the  remaining  50  couples 
received  more  intensive  treatment,  particularly  during  the  first  2 to  3 months  following  intake, 
after  which  treatment  intensity  varied.  At  1 year,  results  showed  no  difference  in  outcome 
between  the  two  treatment  groups. 

All  patients  were  advised  to  abstain  from  alcohol  and  not  to  attempt  to  control  their  drinking. 
Most  of  the  results  reported  involve  65  couples,  those  who  completed  2-year  followup  data  for 
both  spouses.  Husbands  and  wives  were  interviewed  separately  immediately  after  the  second 
anniversary  of  their  intake  data.  Questions  covered  the  12-month  period  between  the  first  and 
second  anniversaries  of  the  couple's  intake. 


RESULTS 

The  majority  of  men  drank  within  a few  weeks  of  their  initial  consultation.  By  the  first  anniver- 
sary, all  but  8 of  95  men  had  drunk  and,  by  the  second  anniversary,  only  2 men  remained  whose 
wives  reported  no  drinking  since  the  initial  consultation.  (These  two  men  drank  after  the  second 
anniversary.)  All  but  20  men  had  drunk  unacceptably  at  least  once  by  4 months  after  intake, 
all  but  12  by  the  first  anniversary,  and  all  but  8 by  the  second  anniversary. 

Drinking  outcome  at  2 years  was  classified  as  good  (if  the  wife  reported  5 or  fewer  weeks  without 
unacceptable  drinking  and  the  husband  reported  5 or  fewer  weeks  without  any  200  g or  more 
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per  day  drinking),  bad  (when  the  wife  reported  26  or  more  weeks  with  an  unacceptable  drinking 
episode  and  the  husband  reported  26  or  more  weeks  with  any  100  g per  day  drinking),  or  equiv- 
ocal (all  other  cases).  Most  cases  classifiable  at  1 and  2 years  remained  in  the  same  outcome 
category  at  2 years.  A good  outcome  at  1 year  could  have  been  significantly  predicted  by  intake 
indicators,  particularly  high  husband  job  status,  high  marital  cohesion,  and  a low  level  of  hard- 
ship reported  by  wife.  Similar  findings  were  observed  at  2 years,  but  only  the  relationships 
with  intake  wife  hardship  and  intake  job  status  remained  statistically  significant. 

Not  all  drinking  by  former  excessive  drinkers  is  uncontrolled  as  shown  by  examining  drinking 
pattern  data  for  the  first  anniversary-second  anniversary  interval  for  26  men  whose  2-year  out- 
come was  classified  as  "good."  In  nine  cases,  husband  and  wife  agreed  that  the  entire  year 
had  been  spent  in  total  abstinence.  In  two  other  cases,  spouses  agreed  that  a single  "slip"  had 
occurred.  Eight  men  had  not  totally  abstained  during  the  12-month  interval  but  indicated  that 
their  drinking  had  never  exceeded  200  g of  alcohol  on  any  single  day.  Wives  agreed  that  hus- 
bands had  not  totally  abstained  but  stated  that  drinking  had  never  been  unacceptable  to  them. 

In  two  cases,  the  husband  reported  always  drinking  within  the  100  g per  day  limit,  while  the 
wife  reported  that  drinking  had  been  acceptable  except  for  a single  week.  Of  the  10  controlled 
drinkers,  6 had  drunk  during  each,  or  nearly  each,  of  the  52  weeks  between  anniversaries.  In 
the  remaining  five  cases,  spouses  disagreed  on  drinking  details. 

Abstainers  at  two  years  were  more  likely,  at  intake,  to  have  been  diagnosed  by  a psychiatrist 
as  suffering  from  gamma-type  alcoholism  (Jellinek  1960),  those  with  a relatively  high  symptom 
count.  Second-year  controlled  drinkers  at  intake  were  more  likely  to  be  diagnosed  as  suffering 
from  alcoholism  of  one  of  the  other  Jellinek  types  (of  these,  all  but  two  abstainers  and  two  con- 
trolled drinkers  were  of  alpha  type,  those  with  a relatively  low  symptom  count).  After  brief 
counseling  on  the  need  for  abstinence,  those  who  subsequently  controlled  their  drinking  were 
likely  to  express  more  confidence  about  abstaining  than  were  men  who  subsequently  abstained. 

Second-year  controlled  drinkers  were  more  likely  to  have  received  only  brief  counseling  at  intake, 
whereas  second-year  abstainers  were  more  likely  offered  fairly  intensive  treatment.  This  relation- 
ship between  diagnostic  subgroup  and  treatment  group  within  the  "good"  outcome  group  suggests 
a significant  interaction  between  these  two  variables  in  the  prediction  of  2-year  outcome.  Evi- 
dence suggests  that  gamma  alcoholics  did  significantly  better  with  more  intensive  treatment  than 
with  brief  counseling;  the  reverse  was  true  of  alpha  alcoholics  and  other  types.  The  opposite 
tendency  exists  for  the  "bad"  outcome  group,  with  non-gamma  types  more  intensively  treated 
being  overrepresented  but  not  significantly.  Non-gamma  men  tended  to  appear  in  the  good  out- 
come group  at  2 years  if  they  were  only  briefly  counseled  initially  and  in  the  bad  outcome  group 
if  they  were  initially  treated  more  intensively  (not  significant).  The  opposite  was  true  for  gamma 
men  who  were  significantly  more  likely  to  turn  up  in  the  good  outcome  group  at  2 years. 


CONCLUSIONS 

Study  findings  suggest  a rapid  relapse  for  most  alcoholics  followed  by  relative  stability  thereafter. 
Good  outcome  at  the  end  of  the  first  year  strongly  predicts  a good  outcome  at  the  end  of  the 
second  year.  The  same  is  true  for  a bad  outcome.  Results  confirm  previous  reports  suggesting 
that  controlled  drinking  among  former  alcoholics  or  excessive  drinkers  is  far  from  rare  but, 
rather,  is  one  of  the  major  alternative  treatment  outcomes. 

Two  pointers  emerged  in  this  study  that  help  suggest  a theory  of  the  circumstances  under  which 
excessive  drinkers  will  abstain  or  control  their  drinking:  (1)  Gamma  alcoholics  were  more  likely 

to  abstain  subsequently,  and  non-gamma  alcoholics  were  more  likely  to  control  their  drinking  in 
the  second  year;  (2)  second-year  abstainers  were  more  likely  to  have  been  relatively  intensively 
treated,  while  control  drinkers  were  more  likely  to  have  been  briefly  counseled  only.  Thus, 
different  types  of  problem  drinkers  will  react  differently  to  diverse  treatment  inodes. 


135 


Pattison,  E.M.  The  selection  of  treatment  modalities  for  the  alcoholic  patient.  In:  Mendelson 
J . H . , and  Mello,  N.K.,  eds.  The  Diagnosis  and  Treatment  of  Alcoholism.  New  York: 
McGraw-Hill,  1979.  Pp.  1 26-227. 
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Alcohol;  antipsychotic  drugs;  antidepressants; 
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TREATMENT  MODE: 

Alcoholism  Information  and  Referral  Center; 
physician  and  general  hospital;  mental  hospital; 
alcoholism  rehabilitation  hospital;  aversion-conditioning 
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agencies  and  agents;  police-court  system;  skid  row 
system  of  agencies;  business  and  industry  system; 
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psychotherapy;  fainily  therapies;  drug  therapies; 
behavioral  therapies 
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PURPOSE 

The  chapter  describes  concepts  and  methods  for  differentially  selecting  the  most  appropriate 
treatment  for  a particular  person's  specific  alcohol  problems.  Concerning  the  alcoholism  syndrome 
the  definition  and  refinement  of  diagnostic  and  treatment  procedures  has  been  started.  However, 
the  formulation  of  specific  treatment  methodologies  is  still  in  the  early  stages.  Thus,  the  discus- 
sion offers  only  first  approximations,  rather  than  precise  differential  treatment  strategies. 

SUMMARY 

A Multivariant  Model  of  the  Alcoholism  Syndrome 

The  multivariant  concept  asks  what  alcoholism  syndromes  respond  to  different  measures,  at  which 
stages,  the  long-  and  short-term  response,  what  kinds  of  patients  respond,  under  what  condi- 
tions, to  what  measures,  and  to  what  administrator.  Pattison,  Sobell,  and  Sobell  ( 1977)  recently 
presented  the  multivariant  model  of  alcoholism  in  a series  of  formal  propositions  that,  although 
they  require  further  experimental  clarification,  offer  a framework  for  a multivariant  approach  to 
treatment.  The  model  contains  11  formal  propositions,  most  of  which  have  at  least  3 corollaries. 
The  propositions  refer  to  alcohol  dependence  syndromes,  abstinence  and  its  relation  to  rehabilita- 
tion, physical  and  psychological  dependence,  and  treatment  and  rehabilitative  services.  The 
multivariant  model  states  that  a series  of  factors  are  involved  in  alcoholism  treatment,  and  that 
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each  factor  contains  variations.  Hence,  a multiple  number  of  possible  interactions  can  occur 
between  each  factor  throughout  the  treatment  process.  The  goal  is  to  match  a particular  patient 
with  the  appropriate  personnel,  who  in  turn  will  match  treatment  interventions  to  the  person's 
needs.  The  multivariant  model  also  states  that  there  are  multiple  factors  in  the  outcome  of  reha- 
bilitation. The  clinician  must  construct  treatment  goals  and  implement  treatment  methods  that 
are  particularly  appropriate  for  each  area  of  impairment;  the  success  of  treatment  must  be  deter- 
mined in  terms  of  multiple  outcome  variables. 


Variability  in  the  Alcoholism  Syndrome 

Research  concerning  the  alcoholism  syndrome  has  elucidated  several  aspects  of  alcoholism. 
Jellinek  proposed  that  five  distinct  subtypes  of  alcoholism  exist.  One  of  these,  the  addictive 
gamma  alcoholic,  was  suggested  to  be  distinctly  different  from  the  others.  However,  research 
since  1 960  has  found  no  specific  categories  but  instead,  pattern  clusters:  specific  groups  of 

behaviors,  symptoms,  and  disabilities  tend  to  cluster  together  in  factor-analytic  studies.  From 
these  clusters,  alcoholic  subtypes  can  be  generated.  However,  these  subtypes  are  much  more 
complex  than  the  ones  that  Jellinek  proposed.  Recent  research  has  refuted  the  Jellinek  idea  of 
the  gamma  alcoholic.  Thus,  the  alcoholism  syndrome  is  a set  of  concurrent  symptoms,  with  cer- 
tain symptoms  associated  with  its  early,  middle,  and  late  stages. 


Variability  of  Alcoholic  Populations 

While  there  is  no  unitary  population  of  alcoholics,  the  important  factors  of  age,  sex,  and  ethnicity 
that  influence  alcoholism  syndromes  must  be  considered.  When  different  treatment  facilities  are 
examined,  certain  population  subtypes  that  tend  to  be  represented  in  a specific  facility  can  be 
observed.  A relatively  distinct  clinical  subgroup  may  be  described  by  this  type  of  subpopulation 
when  psychological,  social,  and  cultural  variables  are  combined.  However,  the  specific  needs 
and  orientation  toward  treatment  options  for  each  member  of  the  subpopulation  must  be  considered 
to  select  the  best  treatment  for  each  individual. 


Variability  of  Treatment  Systems 

Effective  treatment  facilities  are  logically  organized;  they  have  aggressive  community  outreach 
programs  and  rigorous  followup  procedures.  They  offer  a large  variety  of  carefully  constructed 
and  practically  implemented  treatment  options.  Alcoholism  treatment  systems  include  the  alcoholism 
information  and  referral  center,  the  physician  and  the  general  hospital,  the  mental  hospital,  the 
alcoholism  rehabilitation  hospital,  the  aversion-conditioning  hospital,  the  halfway  house,  and  voca- 
tional rehabilitation  clinics.  Additional  treatment  systems  are  the  alcoholism  outpatient  clinic, 
community  human  service  agencies  and  agents,  the  police  court  system,  the  skid  row  system  of 
agencies,  the  business  and  industry  system,  and  Alcoholics  Anonymous  as  a treatment  system. 


Variability  of  Treatment  Methods 

The  effectiveness  of  a specific  treatment  method  is  determined,  in  part,  by  the  individual's  desire 
to  work  with  the  treatment.  Thus,  it  is  important  to  have  a choice  of  treatments  available  and 
to  match  the  individual's  inclinations  and  situational  factors  with  an  appropriate  treatment.  Evi- 
dence is  reviewed  to  guide  the  rational  use  of  available  treatment  methods.  These  methods 
include  psychotherapy,  group  psychotherapies,  family  therapies,  drug  therapies  (antipsychotic, 
antidepressant,  antianxiety  and  sedative,  and  alcohol-aversion  drugs),  and  behavioral  therapies. 

In  selecting  a specific  treatment  method  from  the  many  available,  one  should  keep  in  mind  certain 
principles.  The  method  should  be  appropriate  to  the  particular  phase  of  rehabilitation,  and  tar  jet 
areas  where  disability  exists  should  be  selected  to  pinpoint  where  treatment  intervention  will  help. 


Variability  in  Treatment  Personnel 

Treatment  may  be  significantly  affected,  not  only  by  selecting  alcoholic  clients,  facilities,  or 
treatment  methods,  but  by  the  choice  of  treatment  personnel.  Treatment  personnel  should  . 

matched,  in  terms  of  their  specific  skills  and  values,  with  individual  alcoholic  clients  who  I 

those  specific  treatment  skills  and  share  similar  values.  Matching  therapist-client  values  is  the 
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most  powerful  predictor  of  successful  outcome.  Particular  personnel  issues  concern  Alcoholics 
Anonymous,  the  ex-alcoholic  as  an  alcoholism  worker  and  as  a professional,  and  the  culturally 
indigenous  alcoholism  worker. 


Selection  of  Treatment:  A Model 

Because  no  one  treatment  facility  represents  the  total  community's  response  to  alcoholism,  the 
formal  and  the  informal  network  of  community  services  involved  in  alcoholism  problems  must  be 
considered.  Some  facilities  are  indirectly  involved  with  alcoholism,  while  others  are  openly 
involved,  offering  explicit  services.  Selection  of  treatment  should  be  perceived,  not  as  one  single 
event,  but  as  a series  of  decision  points  throughout  the  entire  community  system  of  alcoholism 
treatment.  Treatment  should  be  selected  on  the  basis  of  the  needs  of  various  alcoholic  subpopula- 
tions in  the  community  and  the  existent  resources.  When  resources  do  not  meet  these  needs, 
services  will  be  used  inappropriately. 

A flow  chart  illustrates  the  rehabilitation  process,  showing  how  alcoholic  clients  enter  the  alco- 
holism treatment  system  through  different  agencies.  From  this  point  onward,  there  are  seven 
phases  of  treatment — identification,  triage  referral,  program  entry,  initial  treatment  processes, 
selection  of  goals  and  treatment  methods,  treatment  maintenance/monitoring,  and  termination  and 
followup.  Selective  treatment  decisions  are  made  at  each  phase.  Identification  and  triage  phases 
involve  type  I treatment  decisions,  which  define  persons  with  alcohol  problems,  the  nature  of 
the  problems,  and  the  appropriate  resources  for  referral.  The  phases  of  entry,  initial  treatment, 
and  goals  and  methods  selection  involve  type  II  treatment  decisions,  which  are  procedural.  These 
decisions  focus  on  methods  to  include  the  alcoholic  initially  in  the  treatment  process  and  then  on 
matching  the  alcoholic  to  the  appropriate  treatment  as  dictated  by  an  individual  assessment. 
Treatment  maintenance/monitoring  and  termination  and  followup  phases  involve  type  III  treatment 
decisions,  which  are  evaluative.  These  decisions  are  the  most  specific  in  that  they  review  the 
client's  progress  toward  desired  treatment  goals,  the  appropriateness  of  specific  treatment  meth- 
ods, the  individual's  progress  toward  termination,  and  the  specific  plans  for  reinvolvement  in 
the  community.  Decisions  about  treatment  should  be  made  with  respect  to  rehabilitation  to  ensure 
that  decisions  are  correlated  to  the  specific  phase  of  treatment. 


CONCLUSIONS 

The  research  suggests  the  value  of  matching  subpopulations  of  alcoholics  with  the  most  appropri- 
ate facilities,  methods,  and  treatment  personnel.  Analysis  of  rehabilitation  by  phases  shows  that 
selective  treatment  decisions  should  be  appropriate  to  each  treatment  phase.  Finally,  the  client 
should  collaborate  with  treatment  personnel  on  a long-term  treatment  plan  that  defines  specific 
target  areas  of  disability,  degrees  of  impairment,  potential  for  change,  preferential  choice  of 
goals  and  methods  for  intervention,  and  regular  sequential  assessment  of  treatment  progress  in 
each  target  area.  Guidelines  for  treatment  selection,  which  may  be  used  by  the  clinician  in 
making  treatment  decisions,  focus  on  facility,  population,  treatment  method,  and  treatment  goal 
principles. 
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Alcohol 

Controlled  drinking 
Alcoholic  inpatients 
20 

Adult  males 
Not  specified 
California 

Secondary  analysis 

Interviews,  hospital  records,  incarceration  records 

1976-81 

30 


PURPOSE 

Sobell  and  Sobell  report  success  with  a selected  group  of  "gamma"  alcoholics,  i.e.,  alcoholics 
characterized  by  physical  dependence  with  withdrawal  symptoms  and  loss  of  control,  who  were 
trained  to  practice  controlled  drinking  as  part  of  an  experimental  treatment  program  conducted 
at  California's  Patton  State  Hospital  in  1970  and  1971.  This  group  was  reported  to  have  func- 
tioned significantly  better  during  a 2-year  followup  period  than  a control  group  that  had  been 
treated  with  the  traditional  goal  of  abstinence.  An  independent  clinical  followup  of  the  Sobells' 
subjects  was  conducted  to  evaluate  treatment  outcomes  and  to  assess  short  and  long-term  benefits 
and  risks  associated  with  the  experimental  controlled  drinking  treatment.  Findings  differ  greatly 
from  those  of  the  Sobells  and  of  Caddy  et  al . , who  confirmed  the  Sobells'  conclusions  in  an  addi- 
tional third  year  of  followup. 


METHODOLOGY 

To  assess  the  results  reported  for  these  followup  studies  and  to  determine  the  long-term  effects 
of  the  treatment,  as  many  as  possible  of  the  40  male  alcoholic  inpatients  at  Patton  State  Hospital, 
all  characterized  as  gamma  alcoholics,  were  located  and  interviewed.  Initial  contacts  with  the 
controlled  drinking  subjects  and  their  collateral  information  sources  were  established  in  the  1976 
to  1979  period,  and  intermittent  contacts  occurred  with  them  afterwards.  Although  subjects  from 
both  the  experimental  and  control  groups  were  studied,  this  discussion  focuses  on  the  treatment 
outcomes  and  long-term  experiences  of  the  controlled  drinking  experimental  group,  rather  than 
on  comparisons  between  the  experimental  and  control  groups. 


RESULTS 

Of  the  20  subjects  in  the  controlled  drinking  group,  18  were  interviewed.  One  subject  died  .m  i 
one  could  not  be  located,  but  their  treatment  outcomes  also  have  been  documented.  Patton  State 
Hospital  records  show  that  of  the  20  controlled  drinking  subjects,  the  first  16  consecutive  admis- 
sions were  appropriately  designated  gamma  alcoholics  of  various  levels  of  severity.  The  last  four 
admissions  did  not  have  all  of  the  Sobells'  specified  subject  characteristics  and  are  dis<  r.  ■ l 
separately.  Of  the  first  16,  13  were  rehospitalized  for  alcoholism  treatinent  within  about  1 . ■ , r 
of  discharge.  Ten  were  readmitted  to  Patton  State  Hospital  for  the  alcoholism  program,  t m ; < 

three  were  readmitted  elsewhere.  The  remaining  three  subjects  also  had  unfavorable  out  • ■ 
throughout  the  first  3 years. 

1 39 


The  Sobells'  tables  and  related  discussion  refer  to  hospital  and  jail  incarcerations  but  do  not 
convey  the  obvious  reality  evident  from  an  individual  analyzation  of  actual  incarceration  records 
of  each  of  the  controlled  drinking  subjects.  For  example,  the  Sobells  note  that  during  the  first 
6 months,  the  controlled  drinking  subjects  were  in  hospitals  more,  while  the  abstinence  subjects 
were  more  often  in  jails.  They  suggest  that  this  difference  may  have  resulted  from  voluntary 
hospitalizations  among  the  experimental  subjects,  who  sought  to  curb  the  start  of  a binge  or  to 
avoid  starting  drinking  at  all.  However,  hospitalization  records  and  personal  interview  accounts 
of  subjects  and  collaterals  suggest  that  the  rehospitalizations  were  not  isolated  setbacks  in  per- 
sons with  otherwise  benign  controlled  drinking  outcomes.  Rather,  they  showed  the  pattern  of 
serious  problems  that  characterized  these  subjects'  continued  attempts  to  practice  social  drinking. 

The  last  4 of  the  20  controlled  drinking  subjects  admitted  to  the  study  differed  somewhat  from 
the  first  16.  They  had  had  alcohol-related  arrests  but  no  prior  hospitalizations  or  other  treat- 
ment for  alcohol  problems,  and  they  had  not  experienced  physical  withdrawal  symptoms  prior  to 
entering  Patton.  Two  of  the  four  might  have  been  appropriately  designated  "alpha,"  i.e.,  psy- 
chologically rather  than  physically  dependent,  alcoholics.  The  remaining  two  were  referred  by 
the  court  as  a result  of  alcohol-related  arrests.  Both  continued  intermittently  to  drinking  exces- 
sively, but  neither  was  arrested  again  until  the  latter  part  of  the  long-term  followup.  Partly 
because  of  their  lower  levels  of  alcohol  dependence,  the  consequences  of  their  drinking  were 
not  documented  until  after  the  initial  3 years. 

Data  relating  specifically  to  the  controlled  drinking  subjects'  third  year  treatment  outcomes  differ 
greatly  from  those  of  Caddy  et  al.  It  was  found  that  four  of  the  six  subjects  ranked  highest 
by  Caddy  et  al.,  and  reported  to  be  functioning  well  all  of  the  time,  had  apparently  engaged  in 
excessive  drinking  that  year.  Of  the  two  evaluated  as  functioning  well,  one  had  done  so  only 
after  incarcerations  for  alcohol-related  arrests  and  5 months  in  an  Alcoholics  Anonymous-oriented 
alcoholism  recovery  home,  to  which  he  attributed  his  total  abstinence.  Caddy  et  al.  specifically 
mentioned  two  other  controlled  drinking  subjects  in  the  text  of  their  report.  Documented  findings 
about  these  two  subjects,  however,  are  in  direct  contradiction  to  the  Caddy  report. 

Up  to  this  study's  conclusion  in  1981,  the  long-term  drinking  histories  of  the  20  controlled  drink- 
ing subjects  were  consistent  with  the  data  obtained  for  the  first  3 years.  Thus,  the  subject 
who  had  controlled  his  drinking  after  discharge  was  still  doing  so  in  1981.  Eight  controlled 
drinking  subjects  continued  to  drink  excessively — regularly  or  intermittently — throughout  the 
long-term  followup.  By  the  end  of  the  followup,  six  controlled  drinking  subjects  were  abstaining 
completely.  In  addition,  four  controlled  drinking  subjects  eventually  died  alcohol-related  deaths, 
and  one  controlled  drinking  subject  remained  missing. 


CONCLUSIONS 

The  results  of  this  independent  followup  of  the  same  subjects,  based  on  official  records,  affi- 
davits, and  interviews,  do  not  substantiate  the  favorable  controlled  drinking  outcomes  reported 
by  the  Sobells  and  Caddy  et  al . The  followup  revealed  no  evidence  that  gamma  alcoholics  could 
engage  in  controlled  drinking  safely  after  being  treated  in  the  experimental  program. 
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PURPOSE 

Investigators  disagree  as  to  whether  or  not  prolonged  abstinence  leads  to  improvement  or  worsen- 
ing in  alcoholics'  psychological  functioning.  This  study  assesses  changes  in  psychopathology 
among  alcoholics  who  had  been  abstinent  for  4 consecutive  years  after  inpatient  treatment.  It 
includes  methodological  features  that  make  it  possible  to  determine  changes  in  psychological  func- 
tioning over  a prolonged  period. 


METHODOLOGY 

A total  of  133  predominantly  white  patients  (87  males  and  46  females  ranging  in  age  from  16  to 
70  years)  in  an  alcohol  treatment  program  (the  Addiction  Recovery  Unit  at  the  Carrier  Founda- 
tion, a private  psychiatric  hospital  in  Belle  Mead,  New  Jersey)  agreed  to  psychological  testing 
as  part  of  a larger  4-year  followup  study  (N^  = 225). 

Individual  profiles  obtained  from  K-corrected  scores  from  the  Minnesota  Multiphasic  Personality 
Inventory  (MMPI)  were  used  to  assess  psychopathology.  Patients  completed  the  MMPI  1 to  2 
weeks  following  admission  and  4 years  after  discharge.  A social  worker  interviewed  each  patient 
after  each  of  the  4 years  to  determine  drinking  status  and  community  adjustment  over  the  4-year 
posttreatment  period.  The  social  worker  contacted  one  or  more  sources  for  information  about 
the  patient  over  the  preceding  year.  A clinical  judgment  was  made  on  drinking  status  based  on 
a series  of  approximately  34  statements  on  drinking  or  abstinence  patterns  for  the  preceding 
year.  Each  patient  received  one  of  three  possible  ratings:  completely  abstinent;  abstinent  with 

slips;  and  drinking,  either  periodically  or  regularly.  Sixty-one  of  the  125  surviving  patients 
agreed  to  psychological  testing  at  the  fourth  year.  Only  the  results  of  the  MMPI  are  presented 
here.  Investigators  combined  four  annual  judgments  of  drinking  status  for  the  61  patients  to 
give  each  patient  one  overall  clinical  status  rating  for  the  4-year  period:  completely  abstinent 

(N_  = 33),  abstinent  with  slips  (J4  = 19),  and  periodic  drinkers  (J4  = 9). 
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RESULTS 


At  pretreatment,  the  sample  showed  results  typical  of  hospitalized  alcoholics  with  a significantly 
elevated  T-score  above  70  on  the  Depression  (D)  scale  and  a T-score  approaching  70  on  the  Psy- 
chopathic Deviate  (Pd)  scale.  No  other  significant  elevations  were  apparent.  At  posttreatment, 
the  sample  exhibited  normal  scale  scores  well  below  70.  Scales  F (Validity),  K,  Hs  (Hypochon- 
driasis), D,  Hy  (Hysteria),  Pa  (Paranoia),  Pt  ( Psychasthenia) , and  Sc  (Schizophrenia)  showed 
significant  pretreatment  to  posttreatment  change.  Each  of  these  scales  was  lower  after  treatment 
with  the  exception  of  K,  which  increased.  The  changes  indicate  a substantial  clinical  improve- 
ment in  these  alcoholics'  functioning  levels. 

The  study  compared  pretesting  and  posttesting  profiles  for  each  of  the  three  groups  over  the 
4-year  period.  At  admission,  the  33  completely  abstinent  patients  (group  1)  showed  an  average 
profile  but  significantly  elevated  depression  levels.  Four  years  later,  the  Depression  scale  had 
significantly  decreased  to  normal  ranges.  No  other  clinically  elevated  scales  in  this  subgroup 
were  found  at  posttest.  The  19  patients  who  had  been  abstinent  with  slips  (group  2)  showed 
an  average  profile  with  elevated  D and  Pd  scales  at  admission.  This  group,  based  on  clinical 
judgment,  had  not  been  functioning  as  well  as  group  1 over  the  posttreatment  period.  However, 
at  posttesting  4 years  later,  these  patients  showed  normal  ranges  on  the  previously  elevated 
scales.  The  nine  periodic  drinkers  (group  3),  who  did  not  exhibit  the  same  pretreatment  eleva- 
tion on  the  D scale  as  the  other  two  groups,  did  show  elevated  Pd  and  Ma  scales.  These  scales 
remained  elevated  4 years  later.  Their  profiles  revealed  no  significant  changes  from  pretesting 
to  posttesting. 

Two  independent  judges  attempted  to  predict  from  a pretreatment  MMPI  profile  a patient's  outcome 
based  on  whether  the  individual's  profile  resembled  these  three  group  profiles.  Each  group 
varied  sufficiently  that  the  judges'  predictions  were  no  better  than  chance  (43  percent  agree- 
ment). Thus,  the  MMPI  profile  alone  cannot  predict  outcome.  Only  two  patients  in  the  sample 
showed  an  increase  or  emergence  in  psychopathology  over  the  4-year  period,  and  they  were  from 
the  periodic  drinkers  group. 

The  study  also  compared  pretreatment  profiles  of  patients  who  did  (46  percent)  and  did  not  (54 
percent)  return  for  posttesting.  Of  those  patients  who  did  not  return,  40  percent  had  been 
rated  as  periodic  drinkers  compared  to  only  15  percent  of  those  who  did  return.  The  pretreat- 
ment profile  of  those  alcoholics  who  did  not  subsequently  return  for  followup  showed  significantly 
elevated  D,  Pd,  and  Sc  scales.  The  F,  Mf  (masculinity-femininity),  Pt,  and  Sc  scales  were  also 
significantly  greater  in  this  group  compared  to  those  alcoholics  who  did  return.  Moreover,  only 
15  percent  of  this  group  had  been  rated  as  well-adjusted  over  the  4-year  period.  Thus,  alco- 
holics who  did  not  return  may  have  had  more  extensive  psychological  dysfunction.  Although 
the  periodic  drinkers  (_N_  = 29)  most  closely  resembled  the  composite  MMPI  pretreatment  profile 
of  those  patients  who  did  not  return  for  psychological  testing,  the  increased  number  of  signifi- 
cantly elevated  subscales  could  be  seen  in  each  of  the  three  drinking  status  subgroups. 

The  study  found  an  association  between  a significant  reduction  in  psychopathology  and  a good 
outcome.  This  leads  to  the  question  of  whether  persons  who  fared  well  over  the  4 years  were 
initially  more  "stable."  Other  nonsignificant  trends  could  discriminate  final  drinking  status: 
the  individual  who  maintained  complete  abstinence  over  the  4 years  was  older,  tended  to  be  mar- 
ried, started  drinking  later  in  life,  and  tended  to  have  fewer  job  changes. 

CONCLUSIONS 

Although  it  is  possible  that  the  MMPI  is  not  sensitive  enough  to  identify  increasing  psychopathol- 
ogy that  may  accompany  prolonged  and  complete  abstinence  in  recovered  alcoholics,  any  new 

developments  should  have  been  seen  by  the  social  worker  or  reflected  in  subsequent  treatment 
records  or  rehospitalization.  The  social  worker's  assessment  of  adjustment  correlated  highly  with 

the  reduction  in  psychopathology  found  in  MMPI  profiles  of  the  completely  abstinent  group  who 

returned  for  posttesting.  Likewise,  rehospitalization,  subsequent  treatment,  social  agency 
involvement,  and  outpatient  treatment  were  virtually  absent  in  abstinent  patients.  Thus,  it 
would  seem  that  one  could  be  confident  in  the  interpretation  of  changes  seen  in  MMPI  profiles  4 
years  after  treatment. 

The  study  confirms  and  extends  earlier  research  on  the  MMPI's  ability  to  monitor  changes  over 
time  and  to  trace  the  natural  history  of  posttreatment  alcoholism.  The  results  indicate  improved 
psychological  functioning  in  alcoholics  who  remain  abstinent  for  a long  period. 
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SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  8 NIAAA-funded  Alcoholism  Treatment  Centers 

(with  inpatient  and  outpatient  facilities); 
Alcoholics  Anonymous 

SAMPLE  TYPE:  Alcoholics 

SAMPLE  SIZE:  922 


SEX/AGE: 


Males;  range:  young  adults  to  aged; 
mean:  46.4 


ETHNICITY: 


White;  black;  Mexican-American; 
Native  American;  other 


LOCALE: 


Cross-sectional 


METHODOLOGY: 


Longitudinal  study;  multivariate  analysis 


INSTRUMENTS  USED:  Client  Interview;  Attitudes  and  Interests,  Self- 

Administered  Form;  Second  Contact  Interview; 
Collateral  Interview;'  blood  alcohol  levels;  mortality 
records 


DATE(S)  CONDUCTED:  1973-77 

NO.  OF  REFERENCES:  213 


PURPOSE 

Alcoholism  is  generally  regarded  as  persistent,  difficult  to  treat,  and  apt  to  follow  a dangerous 
course  unless  strong  intervention  takes  place.  However,  much  modern  evidence  conflicts  with 
this  monolithic  image  of  alcoholism.  Scientific  evidence  documents  positive  change  among  alcohol- 
ics, sometimes  without  intervention  and  sometimes  in  a short  period.  Study  has  also  indicated 
that  alcoholics'  drinking  behavior  varies  and  may  be  influenced  by  external  factors. 

Both  evaluation  and  policy  decisions  require  an  empirically  verified  model  of  the  process  of 
change  in  alcoholism.  A key  research  question  is  the  degree  to  which  the  course  of  alcoholism 
is  alterable  and  subject  to  substantial  remission. 

This  study  aimed  to  build  a better  empirical  basis  for  understanding  alcoholism  by  tracing  its 
course  over  several  years  in  a large  national  cohort  of  alcoholics.  The  data  cover  drinking 
behavior,  drinking  problems,  psychosocial  functioning,  physical  functioning,  and  external  assess- 
ments obtained  from  blood  alcohol  measurements  as  well  as  from  collaterals.  The  research  issues 
were  grouped  into  four  broad  categories:  posttreatment  assessments  of  various  forms  of  func- 

tioning, stability  and  change  in  the  alcoholic  condition,  the  prognosis  for  various  types  of  sub- 
jects and  the  effects  of  intervention,  and  the  adequacy  of  the  study  methodology. 


METHODOLOGY 

The  subjects  were  922  randomly  selected  males  who  had  contacted  8 treatment  centers  funded  by 
the  National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA)  from  January  to  April  1973. 


'Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for 
a further  discussion  of  the  Client  Interview,  Self-Administered  Form,  and  Collateral  Interview. 
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The  treatment  centers  varied  in  location,  organization,  programs,  scope,  and  setting.  The  sam- 
ple excluded  females  and  persons  referred  for  arrests  for  driving  while  intoxicated.  It  included 
both  admissions  and  nonadmissions.  The  subjects  were  followed  longitudinally,  with  assessments 
at  the  initial  contact,  18  months,  and  4 years.  More  than  85  percent  of  the  target  group  was 
located  at  4 years.  Much  of  the  analysis  focused  on  the  593  subjects  who  had  been  both  admitted 
for  treatment  and  interviewed  at  18  months.  The  issue  of  bias  due  to  nonfollowup  was  addressed 
in  two  ways.  The  obtained  sample  was  stratified  according  to  the  amount  of  fieldwork  required 
to  complete  each  interview.  In  addition,  baseline  data  were  compared  for  those  successfully  fol- 
lowed up  and  those  not  followed  up. 

The  data  gathered  included  self-report  interview  data,  psychometric  data,  blood  alcohol  levels, 
corroboration  from  collaterals  for  a subset  of  the  sample,  and  mortality  information.  The  main 
source  of  the  4-year  followup  information  was  the  main  subject  interview,  a 37-page  instrument 
that  took  about  75  minutes  to  administer.  The  interviews  took  place  in  private,  usually  in  the 
subject's  home.  The  subjects  received  $10  for  the  interview.  The  questions  covered  current 
social  and  economic  status,  interpersonal  relationships,  recent  drinking  behavior,  recent  alcohol- 
dependence  symptoms  and  adverse  effects  of  alcohol,  and  binges  and  other  variations  in  drinking. 
Additional  questions  focused  on  alcohol-related  attitudes,  self-concept,  physical  health,  psychiatric 
symptoms,  medical  conditions,  significant  alcohol-related  events  in  the  past  4 years,  history  of 
abstention  and  heavy  drinking,  and  experiences  with  various  forms  of  treatment  or  help.  The 
subjects,  except  for  those  who  had  difficulty  with  language  or  reading,  also  filled  out  a self- 
administered  psychological  assessment  form.  After  these  steps,  subjects  were  asked  to  take  a 
breath  test  and,  in  some  cases,  to  consent  to  a future  interview  or  to  name  a collateral  who  could 
be  interviewed. 

Mortality  data  came  from  local  county  and  State  death  records.  Local  informants  were  also  inter- 
viewed when  the  role  of  alcohol  in  the  death  was  uncertain. 


RESULTS 

Drinking  Behavior  at  4 Years 

A total  of  21  percent  of  the  subjects  interviewed  had  abstained  for  1 year  or  more  before  the 
followup,  and  an  additional  7 percent  had  abstained  for  6 months  or  more.  Only  7 percent  of 
the  total  sample  abstained  throughout  the  4 years. 

Drinking  patterns  were  extremely  diverse.  A total  of  54  percent  of  the  survivors  had  experi- 
enced one  or  both  of  two  types  of  problems  caused  by  alcohol.  These  included  symptoms  of 
alcohol  dependence,  such  as  signs  of  withdrawal,  loss  of  control  over  drinking,  and  alcoholic 
blackouts;  and  serious  adverse  consequences  of  drinking,  such  as  alcohol-related  illness,  medical 
treatment  or  hospitalization,  arrest,  unemployment,  and  interpersonal  problems  related  to  current 
drinking.  A total  of  18  percent  of  the  survivor  sample  were  categorized  as  drinking  without 
problems;  that  is,  they  were  free  of  any  reported  dependence  symptoms  or  adverse  consequences 
during  the  6-month  period  before  the  interview.  Just  under  half  of  these  consumed  2 ounces 
or  fewer  of  ethanol  (about  four  drinks  per  day);  the  rest  consumed  more.  These  results  con- 
trasted with  those  at  18  months,  when  90  percent  of  the  subjects  were  drinking  with  serious 
problems. 

The  subjects  who  had  abstained  for  6 months  or  less  differed  significantly  from  the  longer  term 
abstainers.  Only  a minority  of  short-term  abstainers  seemed  to  be  starting  a long-term  absten- 
tion period.  The  recent  history  of  short-term  abstainers  was  also  marked  by  frequent  and  severe 
alcohol  problems.  In  contrast,  long-term  abstainers  had  much  lower  rates  of  serious  conse- 
quences, symptoms,  and  alcohol-related  deaths.  These  findings  produced  the  decision,  in  the 
4-year  followup  study,  to  change  the  definition  of  abstainer  to  include  only  persons  abstaining 
for  at  least  6 months  and  to  exclude  the  persons,  listed  as  abstainers  in  the  18-month  followup, 
who  had  abstained  for  only  30  days  to  6 months.  In  addition,  the  definition  of  "normal"  drinking 
was  changed  to  exclude  persons  having  even  a single  occurrence  of  a symptom  of  alcohol  depend- 
ence. 
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Mortality 


The  mortality  data  showed  that  14.5  percent  of  the  initial  cohort  of  admissions  had  died  since 
the  first  contact  with  the  treatment  facility.  This  rate  was  2.5  times  the  expected  rate  for  a 
comparable  population.  The  deaths  disproportionately  resulted  from  causes  linked  directly  to 
alcohol:  liver  disease,  accidents,  suicide,  and  chronic  alcoholism.  The  elevated  mortality  was 

greatest  among  the  youngest  members  of  the  sample,  even  though  the  distribution  of  causes  was 
constant  across  age  groups.  Only  1 percent  of  the  long-term  abstainers  and  3 percent  of  the 
drinkers  without  symptoms  at  18  months  subsequently  died  from  alcohol-related  causes,  versus  9 
percent  for  symptomatic  drinkers. 


Psychosocial  Functioning 

A total  of  37  percent  of  the  sample  were  divorced  or  separated,  and  only  40  percent  were 
employed  at  the  time  of  admission.  While  the  proportion  employed  rose  slightly  at  4 years,  illness 
and  institutionalization  reduced  the  overall  labor  force  participation.  Although  the  subjects  were 
not  evaluated  at  admission  for  psychiatric  and  psychological  functioning,  at  4 years  they  dis- 
played higher  levels  of  depression,  anxiety,  and  dissatisfaction  with  life  than  did  comparison 
groups  in  the  general  population.  Both  the  psychological  and  social  adjustment  measures  were 
significantly  correlated  with  the  individual's  drinking  status  at  4 years.  Maladjustment  was  par- 
ticularly frequent  among  the  problem  drinkers  and  among  those  who  had  abstained  for  less  than 
1 year. 

T reatment 

A modest  correlation  was  found  between  the  amount  of  treatment  received  and  condition  at  fol- 
lowup. However,  no  correlation  favored  either  outpatient  or  inpatient  treatment.  The  persons 
who  received  more  than  five  outpatient  visits  or  more  than  seven  inpatient  days  of  treatment 
had  fewer  serious  alcohol  problems  at  followup.  However,  the  correlation  may  have  resulted 
partly  from  the  effects  of  self-selection  of  treatment. 

About  half  the  sample  had  received  treatment  prior  to  admission.  In  addition,  over  the  4-year 
followup  period,  one-fourth  of  both  the  admissions  and  the  nonadmissions  entered  formal  treat- 
ment at  a facility  other  than  the  treatment  center.  About  three-fourths  of  the  admissions  and 
half  of  the  nonadmissions  also  reported  some  experience  with  Alcoholics  Anonymous  during  the  4 
years,  although  only  18  percent  were  regular  participants  after  4 years.  Those  who  regularly 
attended  A A at  18  months  had  about  the  same  problem  rates  at  4 years  as  those  who  had  never 
attended  AA.  However,  previous  regular  AA  attenders  were  more  likely  than  other  groups  to 
be  abstaining  at  4 years,  whereas  those  who  never  attended  AA  were  more  likely  to  be  nonprob- 
lem drinkers.  Those  who  irregularly  attended  AA  had  higher  problem  rates  than  all  other 
groups. 

A total  of  28  percent  of  the  treatment  center  admissions  also  reentered  inpatient  treatment  at  a 
treatment  center.  Another  23  percent  reentered  outpatient  treatment  without  inpatient  treatment. 


Relapse  and  Stability 

Over  the  4 years,  some  subjects  continued  to  improve,  some  deteriorated,  and  most  moved  back 
and  forth  between  relatively  improved  and  unimproved  statuses.  When  the  4-year  results  were 
compared  with  the  18-month  results,  problem  drinking  rates  were  30  percent  for  previous  long- 
term abstainers,  53  percent  for  previous  short-term  abstainers,  and  41  percent  for  previous 
nonproblem  drinkers. 

Age  and  marital  status  also  showed  relationships  to  drinking.  Relapse  rates  among  younger, 
less  dependent  alcoholics  at  admission  were  lower  for  nonproblem  drinkers  than  for  long-ten: 
abstainers,  whereas  older  alcoholics  (over  age  40)  with  higher  initial  dependence  levels  hod  ! <,..o 
relapse  rates  if  they  were  abstainers  at  18  months  than  if  they  were  nonproblem  drinkers.  In 
addition,  most  unmarried  alcoholics  who  abstained  at  18  months  had  higher  relapse  rates  than 
nonproblem  drinkers,  except  for  older  men  with  high  initial  dependence  levels. 
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All  types  of  remission  had  considerable  instability,  with  most  remissions  not  lasting.  A total  of 
13  percent  of  the  subjects  were  long-term  abstainers  at  both  followups;  9 percent  were  nonprob- 
lem drinkers  at  both  followups;  and  an  additional  6 percent  had  shifted  from  abstention  to  non- 
problem drinking  or  vice  versa.  Thus,  28  percent  of  the  total  sample  were  in  remission  at  both 
times. 


Methodological  Analysis 

Analysis  of  potential  bias  resulting  from  the  15-percent  nonresponse  rate  showed  a maximum  effect 
of  2 percentage  points  on  the  distribution  of  status  at  4 years.  In  addition,  the  validation  inter- 
views from  collaterals  generally  agreed  with  the  subjects'  self-reports,  although  the  level  of 
underreporting  by  collaterals  was  greater  than  that  by  subjects  for  some  items.  Furthermore, 
while  the  breath  tests  showed  that  about  25  percent  of  the  drinkers  consistently  underreported 
their  alcohol  consumption,  most  of  those  who  underreported  also  reported  symptoms  or  conse- 
quences that  placed  them  in  an  alcohol-problem  group.  Even  the  most  extreme  assumptions  about 
underreporting  would  lead  to  a change  of  only  4 percentage  points  in  the  overall  distribution. 


CONCLUSIONS 

The  results  call  into  question  some  long-established  and  widely  held  views  about  alcoholism. 
Some  persons  labeled  as  alcoholics  engage  in  drinking  without  problems,  in  contrast  to  the  "loss 
of  control"  hypothesis  of  Jellinek.  In  addition,  nonproblem  drinkers  have  levels  of  social  adjust- 
ment, mental  health,  and  physical  condition  that  are  roughly  equivalent  to  those  of  long-term 
abstainers.  This  suggests  that  both  nonproblem  drinking  and  abstention  should  be  regarded  as 
forms  of  remission  from  alcoholism.  Drinking  does  not  inevitably  lead  to  relapse  for  all  alcoholics. 

Traditional  theory  does  not  explain  these  empirical  findings.  A more  complex  theory  is  needed 
that  recognizes  that  an  alcoholic's  behavior  depends  on  multiple  conditions,  including  the  alco- 
holic's social  environment,  previous  drinking  history,  previous  level  of  dependence,  and  other 
factors.  In  addition,  an  expansion  of  treatment  approaches,  including  goals  other  than  the  tra- 
ditional demand  for  abstinence,  might  offer  advantages  for  some  alcoholics.  Research  should 
focus  on  the  efficacy  of  varying  treatment  goals  and  on  the  developmental  processes  of  alcoholism, 
particularly  the  point  at  which  alcoholism  takes  firm  root  and  becomes  more  difficult  to  change. 

Measurements  of  functioning  among  alcoholics  should  also  distinguish  remission,  which  may  be 
temporary,  from  more  lasting  states.  The  total  length  of  time  spent  in  remission  would  be  a more 
reasonable  measure  of  success  than  long-term,  continuous  remission.  Policies  aimed  at  treating 
alcoholism  should  not  rest  on  the  premise  that  current  treatment  methods  will  result  in  full  social 
rehabilitation,  since  alcoholics  in  remission  are  lower  than  the  general  norm  in  levels  of  social 
adjustment  and  psychological  health.  Outpatient  treatment  might  well  be  substituted  for  more 
costly  inpatient  treatment  unless  other  overriding  considerations  are  present.  In  addition,  short- 
term treatments  should  be  deemphasized  in  favor  of  treatment  periods  of  at  least  six  outpatient 
visits. 

Better  measures  of  treatment  effectiveness  need  to  be  developed,  given  the  large  proportion  of 
relapses  and  reentries  into  treatment.  Both  basic  research  and  treatment  evaluation  would  bene- 
fit from  a more  explicit  recognition  of  the  unstable  nature  of  treatment  outcomes.  Followup 
assessments  should  evaluate  patients  over  longer  periods  of  time  than  they  commonly  do.  At 
least  6 months  of  abstention  are  required  to  indicate  a relatively  good  prognosis.  Large-scale 
State  and  Federal  data  collection  systems  should  be  modified  to  concentrate  on  followup  points 
later  than  6 months  after  admission.  They  should  also  separate  short-term  abstainers  from 
abstainers  of  6 months  or  more,  show  indicators  of  alcohol  dependence  as  well  as  alcohol  consump- 
tion, and  address  adverse  consequences  of  drinking  more  broadly.  Reasonable  confidence  in 
self-reports  is  justified. 

Data  tables,  figures,  footnotes,  and  an  index  are  provided.  Appendixes  analyze  potential  bias 
and  the  validity  of  self-reports  and  present  the  interview  form  and  related  materials. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Behavioral  therapy  and  traditional  group  therapy 
Middle-income  problem  drinkers 
32 

Not  specified 
Not  specified 

Philadelphia,  Pennsylvania 
Comparative  study 

Interviews;  self-reports;  Alcohol  Level 
Evaluation  Road  Tester;  laboratory  examinations 

Not  specified 

35 


PURPOSE 

Systematic  research  is  lacking  on  the  use  of  positive  reinforcement  techniques  to  treat  alcoholic 
outpatients,  especially  middle-income  problem  drinkers  (people  who  are  still  employed,  have  intact 
families,  and  have  not  yet  experienced  health  problems  because  of  drinking).  This  study  com- 
pared middle-income  problem  drinkers  treated  with  a multicomponent  positive  reinforcement  pro- 
cedure emphasizing  moderation  with  another  group  of  drinkers  treated  in  a traditional  group 
encounter  emphasizing  abstinence.  Major  outcome  variables  compared  were  abstinence,  drinking 
level,  dropout  rate,  and  recidivism. 


METHODOLOGY 

Thirty-two  subjects  were  randomly  assigned  to  either  behavioral  treatment  ( _N_  = 18)  or  traditional 
treatment  (N_  = 14)  at  the  Center  for  Behavioral  Medicine  of  the  Department  of  Psychiatry,  Uni- 
versity of  Pennsylvania.  Experienced  therapists  led  sessions  with  groups  of  three  to  seven 
problem  drinkers  in  90-minute  sessions  meeting  once  a week  for  3 months  and  in  five  additional 
sessions  at  increasing  intervals  over  9 months  following  treatment. 

Several  important  differences  existed  between  the  traditional  and  behavioral  treatment  approaches. 
Traditional  treatment  was  psychodynamic  and  insight  oriented.  It  did  not  employ  behavioral  tech- 
niques such  as  stimulus  control  or  contingency  management  to  modify  drinking  habits  or  behavior 
therapy  to  deal  with  problems  contributing  to  excessive  drinking.  Instead  of  the  behavioral  tech- 
nique of  keeping  a record  of  ongoing  drinking  (stimulus  control  analysis),  traditional  therapy 
employed  a retrospective  questionnaire,  filled  out  prior  to  each  treatment  session,  detailing  the 
amount  of  alcohol  consumed  over  the  previous  week.  Emphasis  was  placed  on  abstinence  in  tra- 
ditional therapy  and  on  moderation  in  behavioral  treatment. 

There  were  similarities  between  the  two  approaches  as  well.  Participants  in  both  groups  formed 
strong  relationships  with  their  therapists,  and  the  therapists  showed  similar  levels  of  enthusiasm 
for  their  particular  approaches.  Both  groups  were  in  treatment  for  the  same  length  of  time  <md 
both  were  given  gamma  glutamyl  transpeptidase  tests  of  liver  enzyme  function  before  and  aft'  r 
treatment  to  provide  an  objective  indicator  of  alcohol  consumption  trends. 
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RESULTS 


No  statistically  significant  differences  were  found  in  pretreatment  characteristics  between  behav- 
ioral and  traditional  participants.  Between  the  week  before  screening  and  the  baseline  week  (the 
first  week  in  therapy),  behavioral  participants  showed  a nonsignificant  18-percent  reduction  in 
drinking,  while  traditional  participants  showed  a statistically  significant  46-percent  reduction 
between  screening  and  baseline.  Dropouts  from  behavioral  treatment  did  not  differ  significantly 
from  those  who  remained,  but  patients  who  abandoned  traditional  treatment  reported  less  drinking 
the  week  before  screening  than  those  who  stayed.  Excluding  the  two  dropouts  in  behavioral 
treatment  and  the  six  dropouts  in  traditional  treatment,  traditional  subjects  drank  significantly 
more  alcohol  than  behavioral  subjects  at  screening.  No  significant  differences  were  found  in 
consumption  between  the  two  groups  at  baseline,  treatment,  or  followup. 

For  both  groups,  drinking  levels  fell  significantly  from  screening  to  the  first  anniversary  fol- 
lowup. For  participants  remaining  in  behavioral  treatment,  alcohol  consumption  during  the  base- 
line week  was  not  significantly  lower  than  during  the  week  before  screening,  but  drinking  levels 
at  both  the  last  week  of  treatment  and  at  the  first  anniversary  followup  were  significantly  lower 
than  at  baseline.  In  contrast,  traditional  treatment  participants  consumed  significantly  less  alco- 
hol at  baseline  than  before  screening.  Moreover,  drinking  level  at  the  last  week  of  treatment 
and  at  the  first  anniversary  followup  did  not  differ  significantly  from  baseline. 

Compared  with  traditional  participants,  somewhat  fewer  behavioral  participants  abstained,  con- 
siderably more  reduced  their  drinking,  and  slightly  more  were  unimproved  (statistically  significant 
at  6-month  followup  but  not  at  the  first  anniversary).  Moreover,  significantly  fewer  behavioral 
participants  withdrew  from  treatment.  Combined  figures  for  those  subjects  who  abstained  or 
reduced  drinking  show  that  77  percent  of  behavioral  participants  improved  but  that  this  was  true 
for  only  50  percent  of  traditional  participants  (not  significant).  All  problem  drinkers  who  entered 
treatment  were  included  in  this  analysis. 

A total  of  20  of  the  32  patients  were  given  gamma  glutamyl  transpeptidase  tests.  The  results 
correlated  significantly  with  self-reported  drinking  levels — with  increased  consumption  came  higher 
enzyme  activity.  Of  the  seven  participants  who  showed  pretreatment  gamma  glutamyl  transpep- 
tidase activity  that  was  abnormally  elevated  and  who  reported  a substantial  decrease  in  alcohol 
consumption  between  screening  and  the  end  of  treatment,  six  showed  a corresponding  decrease 
in  enzyme  activity  following  therapy. 


CONCLUSIONS 

The  therapeutic  process  in  traditional  treatment  helped  those  who  were  receptive  to  treatment 
and  drove  out  those  who  were  not.  Further,  inasmuch  as  there  was  a significant  reduction  in 
drinking  prior  to  active  treatment  among  the  traditional  treatment  participants,  it  would  appear 
that  even  for  those  participants  who  were  helped  by  traditional  therapy,  a large  part  of  the 
overall  benefit  was  based  on  compliance  with  initial  therapist  demands  rather  than  on  the  thera- 
peutic process  of  group  confrontation.  In  contrast,  the  favorable  effects  of  behavioral  treatment 
occurred  during  therapy  and  are  consistent  with  previous  expectations  related  to  contingency 
management. 

One  encouraging  result  was  the  significant  positive  correlation  found  between  alcohol  consumption 
and  liver  enzyme  activity.  This  suggests  that,  in  general,  self-reports  of  drinking  reflected 
actual  alcohol  intake.  The  literature  includes  reports  of  both  validity  and  inaccuracy  in  self- 
reports  of  alcohol  consumption. 

Overall,  behavioral  treatment  seems  to  be  more  effective  than  traditional  treatment  in  several 
respects,  but  careful  replication  is  needed.  Of  interest  is  whether  the  same  results  would  be 
obtained  with  lower  income  participants  or  nonprofessional  therapists  and  the  extent  to  which 
the  treatment  goal — abstinence  versus  moderation — affects  outcome.  Understanding  the  treatment 
processes  and  factors  influencing  major  outcome  variables  is  of  crucial  importance  for  improving 
therapy. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol;  lithium 
Drug  therapy 
Alcoholics 
47 

Male;  age  range:  24-55 
Not  specified 
Not  specified 
Comparative  study 

Minnesota  Multiphasic  Personality  Inventory; 
laboratory  examinations 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  15 


PURPOSE 

Observing  that  the  behavior  of  chronic  alcoholics  frequently  reflects  cyclic  mood  swings  and 
depression,  several  investigators  have  studied  the  effects  of  maintenance  doses  of  lithium  on  alco- 
hol intake  by  chronic  alcoholic  patients.  This  study  explores  whether  untreated  alcoholics  would 
respond  to  lithium  and  examines  further  the  relationship  between  the  effect  of  lithium  on  alcohol 
intake  and  its  effect  on  depression. 


METHODOLOGY 

In  this  double-blind,  two-period  crossover  study,  subjects  were  treated  with  both  lithium  and 
placebo  for  3 months.  To  assess  psychological  characteristics,  including  depression,  participants 
completed  the  Minnesota  Multiphasic  Personality  Inventory  (MMPI)  before,  during,  and  after  the 
study.  Forty-seven  male  subjects,  with  ages  ranging  from  24  to  55,  were  recruited  by  news- 
paper advertisements  over  a 1-year  period.  A team  member  randomly  assigned  initial  medication, 

monitored  serum  lithium  concentrations,  and  adjusted  doses  as  necessary,  but  had  no  direct  con- 
tact with  subjects.  When  lithium  dosage  was  adjusted,  the  placebo  dosage  was  similarly  adjusted 
in  another  patient  to  maintain  the  double-blind  nature  of  the  trial.  During  each  3-month  period, 
blood  collected  from  all  subjects  was  used  to  measure  serum  lithium  levels  at  1 , 2,  3,  and  4' weeks 

after  beginning  each  medication  and  again  at  the  end  of  the  second  and  third  months.  The  MMPI 

was  again  administered  at  the  crossover  point  and  at  study  completion. 

The  results  of  self-reported  alcohol  intake  were  converted  to  grams  of  alcohol  per  3-month  treat- 
ment period  by  taking  the  volume  consumed  per  day  and  the  percentage  of  alcohol  concentration 
of  the  beverage.  The  study  compared  MMPI  profiles  from  baselines,  lithium,  and  placebo  periods 
by  multivariate  repeated  measures  analysis  of  variance. 


RESULTS 

Only  19  of  the  47  subjects  completed  the  study.  The  number  of  subjects  receiving  placebo  .mb 
lithium  who  left  the  study  were  equal.  Moreover,  22  subjects  withdrew  during  the  firs:  / month 
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Serum  lithium  concentrations  were  found  in  all  subjects  during  the  lithium  period;  the  mean  level 
was  0.81  ± 0.26  mEq/liter.  Medical  examinations  did  not  find  changes  in  thyroid  size  or  in  any 
other  physical  findings.  Results  of  all  monthly  laboratory  tests  were  normal. 

Subjects  kept  most  of  their  weekly  appointments.  They  returned  pill  containers  in  70  percent 
of  the  treatment  weeks;  only  10  percent  of  the  pills  were  left  or  were  reported  unconsumed. 
Three  subjects  required  detoxication  from  alcohol  in  the  hospital  six  times.  Three  hospitalizations 
occurred  during  the  lithium  treatment  period  and  three  during  placebo  treatment.  The  study 
found  mean  self-reported  alcohol  intake  during  lithium  treatment  to  be  less  than  during  placebo 
treatment,  but  this  difference  was  not  significant.  Moreover,  subjects  reported  less  alcohol 
intake  during  the  first  treatment  period,  but  this  difference  was  also  not  significant.  Depressed 
subjects  also  reported  less  alcohol  intake  during  the  first  treatment  period,  but  the  difference 
lacked  statistical  significance. 

The  16  subjects  (excluding  3 abstinent  patients)  completed  the  first,  midpoint,  and  final  MMPIs. 
Most  subjects  had  higher  than  normal  scores  at  baseline  on  the  scales  for  depression,  psycho- 
pathic deviancy,  mania,  and  schizophrenia.  Nine  subjects  had  scores  of  70  (greater  than  two 
standard  deviations  above  the  norm)  or  more  on  the  depression  scale.  Because  this  was  also 
one  of  the  peak  scores  in  these  subjects,  they  were  classified  as  depressed.  Moreover,  the  study 
found  no  significant  differences  between  the  profiles  of  subjects  who  completed  the  study  and 
those  who  withdrew  or  between  those  treated  with  lithium  first  and  those  treated  with  placebo 
first.  Overall,  no  significant  differences  between  lithium  and  placebo  were  found.  Psychopathic 
deviancy  and  mania  scores,  although  not  statistically  significant,  decreased  over  the  6-month 
study  period,  regardless  of  whether  subjects  took  lithium  or  placebo  first.  Scores  on  the  depres- 
sion scale  did  not  decrease  significantly  during  either  treatment  period. 


CONCLUSIONS 

The  study  was  unable  to  demonstrate  that  chronic  alcoholic  subjects  or  depressed  alcoholic  sub- 
jects drank  less  on  lithium  than  on  placebo.  The  results  differ  from  those  of  Kline  et  al.  and 
Merry  et  al . , who  showed  that  lithium  effectively  reduced  the  morbidity  of  alcoholism  in  depressed 
chronic  alcoholic  patients.  In  contrast  to  these  two  studies,  subjects  in  this  study  served  as 
their  own  controls;  the  different  endpoint  of  self-reported  alcohol  intake  was  used  rather  than 
the  number  of  disabling  episodes  due  to  alcohol  intake  or  the  number  of  days  on  which  alcohol 
was  consumed.  Moreover,  subjects  returned  weekly  rather  than  at  monthly  or  6-week  intervals. 
All  three  studies  were  conducted  on  outpatients,  but  subjects  in  this  study  were  not  recruited 
from  inpatient  treatment  facilities  and  were  not  undergoing  any  active  treatment  for  alcoholism 
before  beginning  the  study. 

The  frequent  followup  of  these  subjects  may  have  allowed  a more  accurate  assessment  of  actual 
alcohol  intake,  and  possibly  lithium  is  ineffective  when  such  an  endpoint  is  used.  When  the 
endpoints  from  other  studies  were  used,  it  was  still  impossible  to  demonstrate  lithium's  effects, 
although  the  number  of  times  patients  required  hospitalization  or  were  incapacitated  were  few. 
The  trial  design  may  have  hampered  any  finding  of  a beneficial  effect  from  lithium.  Also,  few 
subjects  completed  the  study. 

In  sum,  the  study  detected  only  a small  reduction  in  self-reported  alcohol  intake  during  lithium 
treatment,  and  this  was  clinically  unimportant  and  insignificant.  This  reduction  was  confounded 
by  a greater  reduction  in  alcohol  intake  during  the  first  treatment  period,  regardless  of  the  medi- 
cation used.  The  study  fails  to  demonstrate  that  lithium  was  beneficial  to  this  group  of  alcoholic 
patients. 
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Sanchez-Craig , M.;  Annis,  H.M.;  Bornet,  A.R.;  and  MacDonald,  K.R.  Random  assignment  to 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 


Alcohol 

Cognitive/behavioral  therapy 
Problem  drinkers 


SAMPLE  SIZE: 
SEX/AGE: 
ETHNICITY: 
LOCALE: 


70 

Male  and  female;  mature  adults 
Not  specified 
Not  specified 


METHODOLOGY:  Comparative  study;  correlational  analysis 

INSTRUMENTS  USED:  Interviews;  laboratory  reports/examinations; 

Lifetime  Drinking  History;  Michigan  Alcoholism 
Screening  Test;  Alcohol  Dependence  Scale; 
Raven's  Progressive  Matrices;  Benton  Visual 
Retention  Test;  Digit  Symbol  Substitution  Test; 
Clarke  WAIS  Vocabulary  Test 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  51 


PURPOSE 

No  adequately  controlled  study  has  yet  explored  the  effects  on  clients  of  comparable  alcohol  treat- 
ment programs  with  different  treatment  goals.  Attempting  such  a comparison  with  a population 
of  early-stage  problem  drinkers,  this  study's  objectives  were  to  assess  the  effect  of  a cognitive- 
behavioral  program  aiming  for  either  abstinence  or  controlled  drinking,  using  the  6-month  outcome 
for  comparative  analyses;  to  determine  the  stability  of  drinking  and  social  adjustment  measures 
over  a 2-year  period;  and  to  examine  the  relationship  between  independent  corroborators  of  alco- 
hol consumption  and  self-reported  drinking.  This  treatment  approach  is  influenced  by  the  cog- 
nitive model  of  emotions  and  psychological  stress  described  by  Arnold  (1960,  1969)  and  Lazarus 
(1966,  1968). 


METHODOLOGY 

The  70  early-stage,  adult  male  and  female  problem  drinkers  were  randomly  assigned  to  1 of  2 
goal  conditions — abstinence  (AB)  or  controlled  drinking  (CD) — and  within  each  condition  to  1 of 
2 therapists  with  formal  training  in  psychotherapy.  Clients  received  an  average  of  six  individual 
weekly  sessions,  each  lasting  about  90  minutes.  Both  groups  were  taught  to  identify  risk  situa- 
tions and  existing  competencies,  to  develop  cognitive  and  behavioral  coping,  and  to  assess  their 
progress  objectively.  The  treatments  applied  in  the  AB  and  CD  conditions  were  identical,  except 
for  the  training  in  controlled  drinking  that  was  introduced  in  the  fourth  treatment  sessions  t > 
CD  clients.  Treatment  ended  when  clients  achieved  proficiency  in  problem  solving  ano  self- 
monitoring procedures.  Problem  solving  proficiency  was  assessed  through  hypothetical  examples. 

Clients  were  screened  through  medical  examinations,  including  routine  liver  function  :<  p . 
Researchers  recorded  data  on  demographic  characteristics,  history  of  previous  alcoholism  treat- 
ment,  drug  consumption,  and  social  and  vocational  status.  The  Lifetime  Drinking  Histor,  . h 
questionnaire  provided  information  on  drinking  patterns  (i.e.,  typical  quantities,  fre  ; • 
and  beverages  consumed).  The  Michigan  Alcoholism  Screening  Test  (MAST  i indicat'  : n ■ 
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abuse  consequences,  and  the  Alcohol  Dependence  Scale  provided  an  index  of  severity  of  alcohol 
dependence.  Raven's  Progressive  Matrices;  the  Benton  Visual  Retention  Test;  and  two  subscales 
of  the  Wechsler  Adult  Intelligence  Scale  (WAIS),  the  Digit  Symbol  Substitution  Test  and  the 
Clarke  WAIS  Vocabulary  Test,  were  also  employed.  Early  findings  indicated  that  AB  and  CD 
condition  groups  did  not  differ  significantly  in  social  and  demographic  characteristics,  level  of 
cognitive  functioning,  drinking  behavior  measures,  alcohol-related  consequences,  and  drug  con- 
sumption . 

Following  treatment,  clients  were  told  to  maintain  drinking  records  and  to  bring  these  records 
to  followup  appointments.  They  were  told  a therapist  would  be  available  for  further  consultation. 
During  the  first  6 months  after  discharge  from  treatment,  researchers  tried  to  interview  clients 
monthly,  and  thereafter  at  12,  18,  and  24  months. 

Clients  retook  the  Digit  Symbol  Substitution  Test  3 months  after  discharge  from  treatment  to  cor- 
roborate self-reported  drinking.  Levels  of  CCT,  SGOT,  and  HDLc  (high-density  lipoproteins 
cholesterol)  were  also  determined  at  different  followup  points  to  serve  as  potential  corroborators 
of  sel f-reported  drinking.  Other  tests  administered  earlier  were  also  retaken. 


RESULTS 

From  intake  to  6 months,  the  mean  number  of  drinks  consumed  per  drinking  day  fell  from  almost 
10  drinks  to  4 drinks;  the  frequency  of  drinking  per  week  also  fell  in  each  group  from  about 
5.5  days  to  3 days.  This  represents  a mean  reduction  of  39  drinks  for  the  AB  group  and  36 
drinks  for  the  CD  group  on  weekly  quantity.  However,  the  two  groups  did  not  differ  signifi- 
cantly on  level  and  severity  of  drinking  at  the  6-month  followup  period.  They  also  did  not  differ 
significantly  in  social  adjustment  variables — weeks  worked  full  time,  marital  status,  present  hous- 
ing accommodation,  and  self-ratings  of  satisfaction. 

The  mean  number  of  drinks  consumed  per  drinking  day  in  both  treatment  conditions  remained 
about  4 drinks  from  6 months  to  the  end  of  the  second  year.  An  increment  of  0.45  was  observed 
in  both  groups  in  the  frequency  of  drinking  for  the  last  three  followup  periods,  representing 
less  than  half  a day  per  week.  The  two  groups  had  a similar  mean  frequency  and  weekly  quan- 
tity over  the  2 years. 

However,  the  study  found  a significant  difference  between  weeks  worked  full  time  at  6 months 
and  the  mean  of  weeks  worked  during  the  last  three  followup  periods.  In  both  treatment  condi- 
tions, the  mean  number  of  weeks  worked  full  time  decreased  by  1.53  after  6 months,  but  the 
mean  weeks  worked  full  time  over  the  2 years  did  not  differ  between  the  two  groups.  Moreover, 
no  significant  changes  were  observed  from  6 months  to  the  end  of  the  second  year  in  marital 
status  or  in  type  of  accommodation.  However,  scores  on  the  Digit  Symbol  Substitution  Test 
showed  a significant  difference  among  drinking  categories.  On  average,  these  scores  showed 
that  abstinent  and  moderate  drinking  groups  improved  by  1.9  and  1.8  at  the  3-month  followup, 
whereas  the  heavy  drinking  group  only  improved  by  0.40.  This  consumption  level  was  associated 
with  significant  but  not  abnormal  GGT  elevations.  Both  the  Digit  Symbol  Test  and  biochemical 
markers  appear  sufficiently  sensitive  to  validate  group  data  on  recent  consumption  but  not  to 
corroborate  self-reports  of  individual  drinking. 


CONCLUSIONS 

The  study  results  do  not  confirm  that  assignment  to  a goal  of  controlled  drinking  produces  a 
better  outcome  than  assignment  to  an  abstinence  goal.  The  AB  and  CD  clients  both  succeeded 
in  reducing  their  drinking  to  moderate  levels  during  the  2-year  followup  period.  Vet,  controlled 
drinking  may  be  a more  suitable  goal  because  more  clients  regarded  it  as  acceptable;  CD  clients 
drank  less  during  treatment;  AB  clients  achieved  moderate  drinking  on  their  own;  and  more  AB 
clients  requested  and  received  additional  counseling  from  their  therapist  after  program  discharge. 

Although  the  study  found  no  significant  differences  between  the  two  groups  in  amount  of  reported 
alcohol  consumption  over  the  2-year  followup  period,  it  remains  to  be  answered  whether  drinking 
outcome  in  either  group  is  mainly  attributable  to  client  background  characteristics  or  to  program 
factors.  Different  factors  may  be  contributing  to  the  groups'  similar  outcome.  Attempts  will  be 
made  later  to  identify  predictors  of  outcome  drinking. 
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Selzer,  M.L.  The  Michigan  Alcoholism  Screening  Test:  The  quest  for  a new  diagnostic  instru- 
ment. The  American  Journal  of  Psychiatry,  1 27(1  2 ):  1 653-1  658,  1971  . 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Not  applicable 


SAMPLE  TYPE:  Hospitalized  alcoholics;  control  group;  drivers 

convicted  of  driving  under  the  influence  of 
alcohol;  persons  convicted  of  drunk  and  disorderly 
behavior;  drivers  incurring  12  penalty  points  in 
2 years  for  moving  violations  and  accidents 

SAMPLE  SIZE:  526 


SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Both  sexes;  age  range:  17-73 

White;  black 

Michigan 

Comparative  study 

Michigan  Alcoholism  Screening  Test;  agency 
records;  official  records 

Testing  began  in  1966 

9 


PURPOSE 

The  definitions  and  classifications  of  alcoholism  currently  used  tend  to  be  so  broad  that  they 
are  useful  only  for  diagnosing  grossly  alcoholic  patients.  Another  approach  has  been  to  use 
only  verifiable  facts,  such  as  arrests  for  drunkenness  and  drunk  driving,  treatment  for  alco- 
holism in  hospitals,  and  the  records  of  social  agencies. 

The  Michigan  Alcoholism  Screening  Test  (MAST)  is  a structured  interview  instrument  containing 
25  questions.1  It  is  designed  to  provide  a consistent,  quantifiable,  structured  interview  instru- 
ment that  both  nonprofessionals  and  professionals  can  administer  rapidly.  Some  of  the  questions 
are  designed  for  persons  reluctant  to  see  themselves  as  problem  drinkers.  Because  some  respond- 
ents may  not  answer  truthfully,  this  study  tried  to  find  a way  of  validating  the  MAST  question- 
naire to  permit  an  analysis  of  the  failures  and  the  modifications  needed  to  reduce  failures. 


METHODOLOGY 

The  MAST  was  given  to  a total  of  526  subjects  in  5 groups:  hospitalized  alcoholics,  a control 

group,  drivers  convicted  of  driving  under  the  influence  of  alcohol,  persons  convicted  of  drunl< 
and  disorderly  behavior,  and  drivers  who  had  incurred  12  penalty  points  in  2 years  for  moving 
violations  and  accidents.  The  study  excluded  nondrivers  and  teetotalers.  Medical  students  and 
social  workers  conducted  the  interviews. 

Independent  evidence  came  from  the  records  of  every  medical  and  social  agency  in  the  county  m 
which  the  interviews  were  conducted,  from  the  records  of  a nearby  hospital  specializing  in 
treatment  of  alcoholism,  and  from  the  county  probation  department.  Information  on  arrests  for 


'The  MAST,  which  was  later  revised,  currently  contains  24  questions.  Refer  to  volume  / ■ 
series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for  a further  uisc  .,  i ■ ■ • 
MAST. 
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drunkenness  and  drunk  driving  came  from  the  State  police  and  other  State  records.  For  each 
subject,  a validation  score  was  derived  from  the  drinking-related  data  obtained  from  the  medical- 
social  and  driver-criminal  records.  The  validation  score  generally  used  the  MAST  criteria  and 
added  two  points  for  reports  of  excessive  or  uncontrolled  drinking  as  well  as  two  points  for 
drunk  driving  or  drunk  and  disorderly  conduct.  A validation  score  of  three  or  less  was  con- 
sidered nonalcoholic;  four  points  were  considered  suggestive  of  alcoholism;  and  five  or  more 
points  were  considered  to  indicate  alcoholism. 


RESULTS 

Five  of  the  control  subjects  had  MAST  scores  ranging  from  five  to  seven,  placing  them  in  the 
relatively'  low  alcoholic  range.  More  than  half  of  the  persons  convicted  of  drunk  driving  or 
drunk  and  disorderly  conduct  had  alcoholic  scores  on  the  MAST.  However,  more  severe  alcohol- 
ism was  found  among  the  drunk  and  disorderly  offenders.  Only  59  percent  of  the  drunk  and 
disorderly  offenders  Received  alcoholic  scores,  possibly  because  they  were  relatively  young. 

The  98-person  license  review  group  had  only  11  drivers  shown  as  alcoholic,  with  8 in  the  lowest 
alcoholic  range.  The  comparison  of  the  MAST  and  validation  scores  showed  that  the  respective 
proportions  of  suspected  alcoholics  found  were  5 and  1 percent  for  the  control  group,  55  and  25 
percent  for  the  drunk  driving  group,  59  and  40  percent  for  the  drunk  and  disorderly  group, 
and  11  and  11  percent  for  the  license  review  group. 

Fifteen  subjects  who  scorea  in  the  nonalcoholic  range  on  the  MAST  were  found  to  be  alcoholic 
as  a result  of  a validation  score  of  five  or  more  points.  One  was  a control  with  a MAST  score 
of  zero  who  had  been  seen  by  two  agencies  and  who  had  a history  of  frequent  intoxication, 
amnesia  following  drinking  bouts,  and  efforts  to  obtain  help  for  his  drinking  problem.  The  other 
14  subjects  scored  from  1 to  4 points  on  the  MAST.  They  included  two  hospitalized  alcoholics, 
four  members  of  the  drunk  driving  group,  six  members  of  the  drunk  and  disorderly  group,  and 
two  from  the  license  review  group.  Eight  of  the  false  negative  group  had  not  revealed  one  or 
more  drunk  and  disorderly  arrests,  and  four  failed  to  reveal  drunk  driving  arrests.  Four  had 
not  mentioned  a hospitalization  for  alcoholism.  Eight  had  records  that  noted  frequent  and  exces- 
sive drinking. 


CONCLUSIONS 

The  MAST  instrument  is  superior  to  a records  search  because  it  takes  only  15  minutes  per  sub- 
ject to  complete  and  reveals  more  persons  as  problem  drinkers.  The  screening  results  of  the 
MAST  would  improve  if  charges  for  drunk  driving  or  drunk  and  disorderly  behavior  were 
included,  using  the  arrest  records  in  the  public  domain.  Obtaining  arrest  records,  adding  2 
points  to  the  MAST  for  each  arrest,  and  using  5 points  as  a criterion  level  would  result  in  classi- 
fying 11  (73  percent)  of  the  15  false  negatives  in  the  alcoholic  range.  In  addition  to  these 
changes,  a positive  response  to  question  19  on  the  MAST,  which  reveals  a history  of  delirium 
tremens,  should  be  counted  as  5 points  and,  hence,  diagnostic.  MAST  will  be  most  effective  if 
it  is  used  conjointly'  with  arrest  records. 
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Alcohol 

Not  applicable 
Not  applicable 
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PURPOSE 

A careful,  accurate  assessment  is  needed  of  individuals  with  alcohol-related  problems.  The  need 
results  from  four  current  developments:  an  emerging  idea  of  alcoholism  that  recognizes  multiple 

syndromes  and  complex  interactions  among  biomedical,  sociobehavioral , and  environmental  factors; 
an  emphasis  on  measurable,  dimensional  models  as  opposed  to  traditional  categorical  schema;  a 
shift  in  focus  from  the  description  of  overt  symptoms  to  the  development  of  theoretical,  etiological 
concepts;  and  an  attempt  to  match  more  closely  the  client's  specific  problems  and  a particular 
intervention  plan,  where  both  treatment  effectiveness  and  efficiency  are  enhanced. 

This  chapter  presents  a conceptual  framework  for  developing  evaluation  of  assessment  programs 
geared  for  clinical,  research,  and  administrative  needs,  including  the  reason  for  assessment  and 
its  impact  on  the  treatment  system  generally.  It  reviews  different  assessment  approaches  and 
problems  related  to  assessment  methodology,  discussing  relevant  issues  such  as  response  styles 
in  personality  assessment,  personnel  selection  and  decision  theory,  and  statistical  versus  clinical 
prediction.  Finally,  the  chapter  examines  trends  in  assessment  methods,  covering  computer- 
assisted  testing  and  tailored  testing  procedures.  Discussion  focuses  on  measurement  problems 
and  principles. 


SUMMARY 

Any  particular  assessment  technique  may  have  broad  applicability  or  it  may  be  appropriate  for 
narrower  goals.  Three  major  issues  should  be  considered  in  choosing  assessment  techniques. 
The  first  issue  is  to  decide  what  variables  are  most  relevant  in  a given  context.  Several  issues 
are  relevant,  including  each  assessment  center's  specific  goals  and  resources,  previous  resear  ■ 
studies  that  have  identified  significant  predictors  of  treatment  outcome,  and  the  theoretical  o no  - 
tation  of  a given  treatment  program.  After  key  variables  have  been  identified,  they  m ist  : • 
measured  in  some  "optimal"  way,  with  special  attention  to  the  measure's  reliability,  its  freedo: 
from  biases,  its  efficiency  relative  to  other  potential  measures  of  the  same  variable,  and  its  : f . 
dictive  ability  concerning  treatment  outcome.  Next,  decision  strategies  must  oe  devised  for  , ■ , 

this  information  effectively.  An  example  shows  that  by  empirically  evaluating  an  assess-nc  t 
ure,  one  can  either  confirm  its  desirable  measurement  properties  or  clarify  areas  neeum  i r . • . . 

The  final  issue  is  to  establish  effective  strategies  for  using  these  indices  in  makin  j tre-if 
decisions. 
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Within  the  treatment  services  network,  assessment  can  occur  at  various  stages.  Assessment  meas- 
ures suitable  at  one  stage  of  alcohol  dependence  are  not  necessarily  useful  during  another  phase. 
Typically,  efforts  are  concentrated  on  assessing  clients  when  they  initially  present  for  help,  that 
is,  at  the  preintervention  stage.  While  assessment  at  intake  to  treatment  is  vital,  assessment  is 
equally  important  during  treatment  to  monitor  and  evaluate  progress  and  at  postintervention  fol- 
lowup to  determine  long-term  adjustment  in  the  community. 

The  assessment  process  may  occur  at  three  levels:  (1)  a brief  screening  uses  several  key  meas- 

ures to  decide  if  alcohol  use  is  an  actual  or  potential  problem,  (2)  a basic  assessment  involves 
several  instruments  used  to  evaluate  the  extent  of  problems  related  to  drinking,  and  (3)  a spe- 
cialized assessment  program  includes  extensive  measures  designed  to  give  detailed  information  on 
signficant  areas  of  a person's  functioning.  As  one  moves  from  one  level  of  assessment  to  the 
next,  a tradeoff  occurs  between  thoroughness  of  information  gained  and  shortness  of  testing  time. 
A cost-effective  approach  uses  a sequential  assessment  strategy  by  which  the  more  expensive 
levels  are  reserved  for  preselected  individuals.  Thus,  researchers  and  clinicians  must  decide 
which  level  (or  levels)  of  assessment  best  suits  their  particular  context.  An  effective  balance 
must  be  realized  between  the  breadth  of  problem  areas  and  the  accuracy  with  which  these  vari- 
ables are  measured. 

An  examination  of  critical  issues  relevant  to  assessing  clients  with  alcohol  problems  compares  dif- 
ferent assessment  methods  concerning  their  advantages  and  limitations,  looks  at  the  actual  content 
of  an  assessment  program,  and  reviews  sources  of  measurement  error  and  invalidity.  Potential 
solutions  to  lessen  these  problems  are  noted,  the  steps  involved  in  evaluating  and  validating  an 
assessment  program  are  analyzed,  and  the  controversy  surrounding  clinical  versus  statistical 
prediction  is  outlined.  A table  describes  six  major  assessment  modes  along  with  a representative 
sample  of  each  method.  The  assessment  modes  include  interview,  test,  rating  scales,  behavioral 
observations,  biomedical-physiological,  and  unobtrusive  measures.  These  methods  vary  with 
respect  to  administrative  costs,  whether  the  client  is  directly  involved  or  observed  indirectly, 
the  amount  of  information  gained,  and  a quantitative  versus  qualitative  orientation.  Further, 
actual  techniques  within  a particular  assessment  mode  may  be  based  on  different  theoretical 
models . 

In  organizing  the  actual  content  of  an  assessment  program,  two  basic  issues  should  be  considered: 
the  extent  to  which  an  individual  depends  on  alcohol  and  the  identification  of  problems  related 
to  alcohol  use  that  require  treatment.  For  a measure  to  be  included  in  an  assessment  program, 
it  should  fulfill  six  criteria.  It  should  be  theoretically  relevant  to  the  treatment  of  clients  with 
alcohol-related  problems,  it  should  be  easy  to  administer  and  be  cost  effective,  and  it  should 
have  an  adequate  level  of  reliability.  The  measure  should  be  minimally  redundant  with  other 
measures  in  the  program,  be  relatively  free  from  response  biases,  and  have  predictive  validity 
concerning  treatment  outcome  and  community  followup  data. 

Two  trends  in  assessment  are  discussed.  The  first,  computer-assisted  testing,  has  the  distinct 
advantages  of  individualized  report  writing,  tailored  testing,  and  statistically  based  diagnoses. 
There  are  indications  that  computer-assisted  testing  is  also  able  to  gather  more  information  than 
manual  formats,  since  clients  prefer  its  anonymity.  The  second  trend  originates  from  a growing 
social  awareness  for  equal  opportunities  for  minority  groups.  Within  the  assessment  field,  this 
social  consciousness  is  shown  by  demands  for  "fair"  testing  practices. 


CONCLUSIONS 

No  single  assessment  program  exists  that  is  best  for  all  the  diverse  settings  in  which  clients 
present  with  alcohol  problems.  The  health  care  professional  must  analyze  the  specific  require- 
ments of  a setting  and  adapt  the  most  appropriate  assessment  strategy.  Although  attention  has 
been  focused  on  critical  issues  in  the  development  and  evaluation  of  assessment  programs,  the 
potential  for  the  assessment  process  itself  to  have  a therapeutic  effect  upon  clients  should  not 
be  ignored.  Many  find  the  assessment  process  helpful  to  self-discovery  and  enlightenment. 
Research  may  demonstrate  that  assessment  itself  is  a powerful  intervention. 
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PURPOSE 

The  practice  of  matching  clients  to  treatment  modalities  is  generally  considered  good  client  care. 
This  paper  is  based  on  the  premise  that  not  al_[  alcohol  abuse  clients  can  benefit  from  aH  treat- 
ment modalities;  different  types  of  clients  respond  better  to  different  types  of  treatment.  How- 
ever, researchers  in  the  field  of  alcoholism  have  often  had  difficulty  demonstrating  the  efficacy 
of  any  treatment,  much  less  the  efficacy  of  matching  clients  to  a certain  treatment  modality. 
This  paper  examines  factors  that  underlie  these  research  problems.  It  is  argued  that  previous 
research  failed  because  many  studies  did  not  possess  the  technical  feasibility  of  identifying  client 
type  by  treatment  interactions. 


SUMMARY 

There  are  four  basic  design  requirements  for  a "technically  feasible"  study. 

• Client  types  must  be  equally  represented  in  alternative  treatment  conditions.  A 1979  study 
by  Finney  and  Moos  revealed  that  alcoholics  are  not  systematically  distributed  across  programs 
Low  social  competence  types  are  found  more  often  in  the  Salvation  Army,  public  hospitals, 
and  halfway  house  programs.  High  social  competence  types  are  more  prevalent  in  milieu- 
oriented  and  aversion  conditioning  programs.  Experimental  designs  that  randomly  assi  jn  cli- 
ents to  treatment  conditions  are,  therefore,  preferred  to  designs  using  nonrandom  assi  jm  • - t. 

• Treatment  conditions  must  be  distinct,  well-defined,  and  controlled.  In  practice,  howim  - . 
there  is  considerable  overlap  in  treatment  conditions.  A 1979  study  by  Finney  and  \l" >■ 
examined  five  treatment  programs  and  found  that  each  setting  overlapped  into  the  oth«  - . 

For  example,  each  setting  offered  Alcoholics  Anonymous  meetings  and  a type  of  group  n -r  . 

Smart  studied  four  types  of  treatment  and  found  considerable  heterogeneity  and  type  of  thcr 
apy  across  all  four  types.  The  question  arises,  then,  whether  programs  are  suffici«  ntl, 
tinct  to  study  client  type/program  interactions. 

• Multiple  outcome  measures  must  be  used  at  several  stages  of  followup  (end  of  tn-o t:  u • r 1 1 , • 

months,  1 year,  2 years).  Outcome  criteria  should  include  several  factors  l ■ . i- : • ■ . 


consumption.  This  could  include  employment,  productivity,  sociopathy,  intrapersonal  adjust- 
ment, and  social  involvement.  Recent  studies  have  shown  the  need  to  assess  multiple  reha- 
bilitation criteria;  an  emphasis  on  drinking  status  alone  would  conceal  differential  rehabilitation 
in  other  life  areas. 

• Adequate  statistical  power  is  needed  for  the  investigator  to  have  a reasonable  chance  of  detect- 
ing treatment  effects.  Previous  studies  have  noted  that  the  parameters  of  sample  size,  selec- 
tion ratio  (preselection  of  clients),  predictor  reliability,  and  criterion  reliability  vary  from 
study  to  study,  and  these  factors  alone  may  account  for  inconsistent  results  in  alcoholism 
studies.  The  question  is,  "How  many  treatment  studies  had  adequate  statistical  power  in  the 
first  place?" 


Evidence  to  Support  Client-Treatment  Matching 

There  are  some  studies  that  do  not  support  client-matching;  however,  these  studies  have  been 
observational  rather  than  experimental.  Several  experimental  studies  have  been  done  that  indicate 
the  efficacy  of  client-treatment  matching.  For  example,  McLachlan  (1972,  1974)  provided  convinc- 
ing data  examining  the  match  between  conceptual  level  (CL)  of  the  client  and  principal  therapist. 
Low  CL  clients  are  those  who  tend  to  be  poorly  socialized,  egocentric,  dependent,  and  cognitively 
simple.  High  CL  clients  are  seen  as  independent,  self-assertive,  questioning,  and  complex. 

The  hypothesis  maintained  that  directive  psychotherapy  was  more  appropriate  for  low  CL  clients, 
while  nondirective  psychotherapy  was  more  appropriate  for  high  CL  clients.  Results  indicated 
that  the  recovery  rate  of  clients  matched  to  therapists  on  CL  was  70  percent,  compared  with  50 
percent  for  mismatches.  The  recovery  rate  for  clients  matched  to  both  therapist  and  aftercare 
was  77  percent,  while  the  rate  for  mismatches  to  both  therapists  and  aftercare  was  only  38  per- 
cent. Other  studies  supporting  client-treatment  matching  were  also  cited. 

Another  study  is  cited  that  illustrates  the  importance  of  examining  client-treatment  subgroups. 
This  study,  conducted  by  Skinner  and  others,  addresses  the  prediction  of  treatment  dropouts. 
Results  showed  that  an  analysis  of  the  total  sample  masks  the  presence  of  relationships  for  clients 
subgrouped  according  to  treatment  category. 

Finally,  studies  from  other  disciplines  that  have  involved  matching  subjects  to  treatment  are  dis- 
cussed. These  are  from  the  fields  of  education  and  treatment  of  depression. 


CONCLUSIONS 

The  author  concludes  that  a technically  feasible  study  should  include  (1)  equal  representation 
of  client  types  in  alternative  treatment  conditions;  (2)  distinct,  well-defined,  and  controlled  treat- 
ments; (3)  multiple  outcome  measures  at  several  stages  of  followup;  and  (4)  adequate  statistical 
power.  Future  research  on  client-treatment  matching  should  consider  three  things:  (1)  there 

is  no  substitute  for  experimental  studies  that  randomly  assign  clients,  (2)  more  powerful  interven- 
tions are  needed  at  earlier  stages  for  the  treatment  of  alcoholism,  and  (3)  valuable  leads  can  be 
generated  by  carefully  studying  the  differential  decisionmaking  processes  of  experienced  clinicians. 
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PURPOSE 

This  paper  reviews  the  phenomenon  of  spontaneous  recovery  or  remission  in  alcoholics  and  indi- 
cates the  known  reasons  for  this  recovery  and  the  kinds  of  research  that  are  still  needed. 
"Spontaneous"  is  defined  as  without  intervention  by  a professional  or  trained  therapist  and  with- 
out hospitalization.  The  meaning  of  "recovery"  varies  from  study  to  study,  but  it  involves  absti- 
nence or  a marked  reduction  in  drinking  and  drinking  problems.  Nine  studies  published  from 
1942  to  1975  that  deal  with  spontaneous  recovery  of  alcoholics  are  discussed;  other  relevant 
studies  are  also  discussed. 


SUMMARY 

Several  types  of  research  are  relevant  to  spontaneous  recovery  rates  in  alcoholics  and  reasons 
for  this  recovery.  These  could  be  divided  into  the  following  three  categories:  (1)  studies  of 

alcoholism  and  age,  showing  that  alcoholism  rates  decrease  with  age;  (2)  studies  of  identified 
alcoholics  at  two  points,  usually  in  surveys;  and  (3)  studies  using  untreated  or  "control"  groups, 
which  are  rare  but  very  important. 

There  are  several  studies  showing  that  alcoholic  symptoms  and  heavy  drinking  decline  with  age. 
Amark  (1951)  found  that  admissions  of  alcoholics  to  treatment  facilities  declined  after  age  50  and 
even  more  after  age  60.  Drew  (1968)  found  evidence  that  alcoholism  rates  decline  with  age. 

He  argued  that  (a)  first  admissions  of  alcoholics  to  treatment  facilities  decline  after  age  40, 

(b)  mortality  and  morbidity  (not  treatment)  account  for  a proportion  of  this  reduction,  and 

(c)  spontaneous  recovery  accounts  for  a significant  reduction  of  alcoholics  in  statistics  as  their 
age  increases.  Drew  gave  no  data  on  the  actual  rate  of  spontaneous  recovery. 

Cahalan  and  Room  (1974)  did  the  largest  study  of  problem  drinkers  that  shows  a decline  witi 
age.  The  age  decline  appeared  among  both  males  and  females  and  seemed  much  greater  among 
higher  than  lower  class  alcoholics.  These  data  are  only  suggestive  of  recovery  without  treot 
as  the  study  was  not  longitudinal  and  the  age  decline  could  have  reflected  generational  iit'1  < 
ences. 

Many  studies  have  used  a survey  format.  The  first  study  of  spontaneous  recovery  was  d 
by  M.M.  Miller  in  1942,  who  reported  followup  data  for  167  alcoholics  in  an  untreated  control 
group  for  a study  of  amphetamine  treatment.  Miller  found  that  58  percent  were  not  rearresn-  i 
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for  public  drunkenness  in  a 9-month  period.  However,  the  untreated  group  was  known  only  to 
have  been  untreated  by  the  amphetamine  treatment;  it  is  not  known  whether  they  had  been 
treated  elsewhere. 

A study  by  Lemere  (1953)  interviewed  alcoholic  patients  about  their  alcoholic  relatives.  He 
acquired  information  about  some  500  deceased  alcoholic  relatives  extending  over  2 generations. 
Twenty-two  percent  of  this  group  of  500  relatives  are  said  to  have  stopped  drinking  because  of 
terminal  illness,  11  percent  stopped  without  terminal  illness,  and  7 percent  stopped  without  any 
illness  or  treatment  at  all.  This  study  had  several  limitations;  for  instance,  the  definition  of 
"alcoholic"  is  not  clear. 

Newman  surveyed  alcoholics  in  an  Ontario  county  at  two  different  times.  In  1951,  records  of 
social  treatment  agencies,  clergymen,  employers,  police,  and  others  were  searched  to  determine 
the  numbers  of  alcoholics.  In  1961,  a comparable  survey  was  done.  In  the  1961  survey,  all 
those  identified  in  1951  were  checked  to  see  whether  they  had  recovered  with  or  without  treat- 
ment; they  were  said  to  have  recovered  if  they  did  not  appear  in  the  records  of  any  agency 
that  identified  alcohol  problems.  Results  indicated  that  29.4  percent  of  those  classed  as  problem 
drinkers  recovered  without  formal  treatment;  14.2  percent  of  alcohol  addicts  and  10  percent  of 
chronic  alcoholics  recovered  without  treatment. 

The  only  study  to  employ  an  untreated  control  group  and  treatment  groups  (drugs,  rehabilitation, 
and  psychotherapy)  was  reported  by  Kissin  et  al.  in  1 968.  Patients  were  randomly  assigned  to 
each  group.  The  improvement  rates  for  the  1-year  followup  were:  control  group — 4 percent, 

drug  therapy  group — 17.4  percent,  psychotherapy  group — 20  percent,  and  rehabilitation  group — 
19.5  percent.  The  untreated  controls  did  substantially  worse  than  the  treated  groups.  How- 
ever, it  is  difficult  to  draw  conclusions  about  spontaneous  recovery  from  this  study  because  the 
control  group  was  offered  treatment  after  6 months,  and  the  study  does  not  report  how  many 
actually  received  treatment. 


CONCLUSIONS 

Clear  statements  about  spontaneous  recovery  of  alcoholics  are  difficult  to  make.  There  is  not 
much  good  research  on  this  topic,  and  most  information  comes  from  studies  of  alcoholics  not  seek- 
ing treatment.  Possibly  these  alcoholics  know  their  prognosis  is  good.  Several  tentative  con- 
clusions can  be  drawn.  First,  many  studies  have  found  evidence  of  spontaneous  recovery.  The 
overall  rates  vary  from  10  percent  (Newman  1 965)  to  42  percent  (Goodwin  et  al . 1971)  for  alco- 
holics not  seeking  treatment.  Yearly  rates  differ  from  1 to  33  percent  when  all  types  of  studies 
are  considered.  Only  one  study  provides  corroborated  evidence  on  spontaneous  recovery  among 
alcoholics  seeking  treatment  (Kendall  and  Staton  1 965).  It  shows  that  about  half  recover  without 
treatment,  over  varying  followup  intervals.  We  cannot  be  sure  whether  spontaneous  recovery 
equals  or  exceeds  that  of  any  type  of  treatment.  Moreover,  the  reasons  for  spontaneous  recovery 
are  not  well  understood  but  probably  include  changes  in  health,  jobs,  marriages,  and  residence. 
The  highest  rates  have  been  found  in  alcoholics  being  treated  for  physical  illnesses  as  a conse- 
quence of  drinking. 

More  studies  of  the  extent  and  reasons  for  spontaneous  recovery  are  required.  The  best  studies 
for  this  purpose  would  involve  random  assignment  of  alcoholics  seeking  treatment  to  treated  and 
waiting  list  studies.  Finally,  investigations  of  spontaneous  recovery  should  focus  on  concomitant 
changes  in  social  stability  but  also  informal  "treatment"  by  friends,  relatives,  and  Alcoholics 
Anony  mous. 
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PURPOSE 

Determination  of  the  effectiveness  of  alcohol  and  drug  treatment  programs  is  considered  by  exam- 
ining the  advantages  and  disadvantages  of  using  different  data  sources — subjects'  self-reports, 
reports  from  collateral  informants,  official  records,  breath  alcohol  tests,  urine  tests,  liver  func- 
tion tests,  paycheck  stubs,  and  bogus  interview  questions. 

SUMMARY 

A series  of  studies  using  a time-line  followback  interviewing  technique  obtained  self-reports  of 
drinking  and  dri nking-related  behaviors  from  both  chronic  alcoholics  and  problem  drinkers. 
These  and  other  investigations  have  found  that  alcohol  abusers  provide  relatively  accurate  self- 
reports  of  verifiable  events  such  as  incarcerations,  residential  treatment,  and  hospitalizations. 
Similar  results  also  have  been  reported  for  drug  abusers.  The  overall  reliability  and  validity  of 
alcohol  abusers'  self-reports  have  been  satisfactory  for  most  purposes,  yet  discrepancies  occur. 
Two  studies  found  that  patterns  of  discrepancies  differ  among  populations,  indicating  a need  to 
develop  a differential  population  approach  for  interviewing  and  gathering  treatment  outcome  data 
from  alcohol  and  drug  abusers.  Findings  show  that  conclusions  based  on  self-report  data  should 
be  qualified  according  to  the  characteristics  of  both  the  types  of  clients  and  the  types  of  ques- 
tions under  study.  Different  populations  of  drug  abusers  have  not  been  researched,  but  it  is 
possible  that  the  findings  and  limitations  reported  in  the  alcohol  studies  may  be  applicable  to 
the  self-reports  of  drug  abusers. 

The  results  of  several  studies  evaluating  the  validity  of  alcohol  and  drug  abusers'  self-reports 
of  arrests  indicate  that  their  invalid  self-reports  tend  to  show  more  arrests  than  official  arrest 
records.  Other  investigations  similarly  report  that  official  records  tend  to  underreport  the  . i<  t ■ j . i : 
incidence  of  deviant  behaviors.  This  suggests  that  use  of  such  records  to  validate  sel f- r • i >< < r t < ■ i 
arrests  may  be  erroneous. 

Agreement  between  client  and  collateral  reports  gives  credibility  to  self-reports.  Recent  stunies 
report  high  correlations  between  alcohol  abusers'  self-reports  and  their  respective  coll. iter  il 
reports  of  the  alcohol  abusers'  drinking,  although  some  evidence  exists  that  alcohol  .inn  ,h  : 

to  report  more  severe  drinking  histories  for  themselves  than  those  provided  for  them  by  < ili.it- 
erals. 
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While  positive  responses  to  fictional  questions  are  rare,  one  series  of  studies  found  that  subjects 
who  responded  positively  to  fictional  questions  were  most  likely  to  give  invalid  self-reports. 

The  use  of  fictional  questions  can  be  expected  only  to  identify  extremely  deviant  subjects. 

A recent  innovation  to  determine  states  of  intoxication  is  the  breath-testing  device.  A variety 
of  these  devices  have  been  developed  over  the  past  several  years  to  accurately  estimate  blood 
alcohol  concentration  (BAC).  A series  of  three  independent  studies  that  compared  clinical  judg- 
ments, alcohol  abusers'  self-reports  of  drinking,  and  breath  test  measurements  of  subjects'  BACs 
showed  a high  correlation  between  a positive  BAC  and  invalid  self-reports.  Thus,  alcohol  and 
drug  abusers  should  be  breath  tested  for  evidence  of  a postive  BAC  before  being  interviewed. 
However,  with  respect  to  measuring  treatment  outcome  over  extended  periods,  it  is  difficult  to 
obtain  daily  or  even  frequent  breath  alcohol  tests. 

Although  urine  test  results  are  not  immediate,  as  are  breath  alcohol  test  results,  urine  tests 
should  be  given  to  assess  prior  drug  use  before  administering  pretreatment  or  followup  question- 
naires. In  the  event  of  a positive  test  result,  interviews  can  be  repeated  or  reported  with 
appropriate  conditional  warnings.  However,  similar  to  infield  breath  alcohol  tests,  urinalysis 
may  not  detect  drug  use  over  extended  and  continuous  followup  periods.  In  addition,  urine  test- 
ing can  be  imprecise,  in  that  both  false  negative  and  false  positive  results  occur.  For  heroin 
addicts,  urine  tests  can  be  supplemented  by  nalline,  a narcotic  antagonist,  but  testing  for  nar- 
cotics is  difficult  and  nalline  administration  is  troublesome.  At  present,  neither  urinalysis  nor 
nalline  testing  is  a sure  method  for  detecting  drug  use. 

Liver  function  tests  can  provide  an  objective  indication  of  recent  heavy  alcohol  consumption  or, 
in  the  absence  of  heavy  drinking,  may  also  be  useful  to  identify  the  use  of  some  drugs.  These 
tests  do  not  verify  drinking  behavior  over  long  periods. 


CONCLUSIONS 

Study  results  support  the  conclusion  that  no  single  measure  can  validly  assess  either  drug-taking 
or  drinking  behavior  over  a long  period.  The  reliability  and  validity  of  outcome  data  can  best 
be  answered  by  basing  outcome  conclusions  on  a composite  of  multiple  indicators  of  outcome. 
Thus,  treatment  outcome  information  should  come  from  as  many  sources  as  possible  including  sub- 
jects' self-reports;  infield  probe  breath  samples  of  subjects'  BACs;  multiple  collateral  informants; 
urine  testing  for  drugs;  nalline  testing  for  narcotics;  official  records  to  verify  subjects'  self- 
reports  of  incarcerations,  employment,  driving  infractions,  disabilities,  marriages;  periodic  liver 
function  tests  to  assess  recent  episodes  of  heavy  drinking;  and  any  other  measures  that  can  be 
developed . 

In  sum,  the  accuracy  of  outcome  assessments  can  be  helped  by  the  use  of  a convergent  validity 
criterion.  By  using  a convergent  validity  approach,  discrepancies  between  data  sources  can  be 
identified  and  quite  possibly,  an  error  in  data  can  be  resolved.  Thus,  identification  and  resolu- 
tion of  aberrant  data  can  increase  the  validity  of  outcome  conclusions. 
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PURPOSE 

The  chapter  critically  reviews  peer-reviewed  outcome  studies  of  alcoholism  treatment  published 
from  1976  to  early  1980  and  assesses  current  trends  and  future  needs  in  alcoholism  treatment 
outcome  evaluation.  The  objective  of  treatment  outcome  evaluations  is  both  to  identify  effective 
treatments  and  to  determine  which  treatments  work  most  effectively  and  efficiently  with  different 
kinds  of  people.  At  this  time,  it  is  not  known  which  treatments  are  most  effective  for  which 
individuals.  It  is  hoped  that  treatment  outcome  studies  will  help  to  develop  a differential  treat- 
ment model  that  can  serve  as  the  basis  for  identifying  maximally  efficient,  minimally  intrusive, 
cost-effective  treatments  for  individuals  with  alcohol  problems. 


SUMMARY 

A review  of  the  state  of  the  art  from  1942  through  1977  indicates  that  evaluation  methodology 
was  not  sound  enough  to  render  valid  conclusions  about  treatment  effectiveness.  Three  major 
factors  influenced  the  recent  significant  improvements  in  treatment  outcome  evaluation  methodology: 
the  use  of  behaviorally  oriented  treatments,  reports  of  nonproblem  drinking  outcomes,  and  the 
discovery  of  differential  outcome  patterns  with  different  types  of  alcohol  abusers. 

The  paper  considers  basic  criteria  for  treatment  outcome  evaluation.  Studies  should  meet  these 
criteria  for  their  findings  to  be  considered  valid.  It  is  essential  that  all  treatment  outcome  eval- 
uations be  comparable,  and  thus,  these  studies  must  adhere  to  specific  criteria.  Treatment  out- 
come evaluations  must  plan  methods  of  evaluation  prior  to  the  study;  operationally  define  the 
subjects,  treatments,  and  outcome  measures;  obtain  pretreatment  assessments  and  followup  infor- 
mation for  a minimal  time  interval  of  12  to  18  months;  use  reliable  and  valid  outcome  measures 
that  are  continuous  and  quantifiable;  use  many  sources  to  verify  sel f-reported  data;  interview 
alcohol-free  subjects;  use  multiple  followup  contacts;  and  use  appropriate  statistical  analyses. 

Comprehensive  computer  searches  of  the  published  treatment  outcome  literature  from  1 97 (»  to  t ori. 
1980  provided  37  studies  that  met  the  criteria  for  inclusion,  that  is,  studies  that  reported  on 
the  effectiveness  of  treatments  aimed  at  achieving  long-term  behavior  changes  in  people  with 
drinking  problems.  The  studies  are  reviewed  from  the  perspective  of  the  basic  criteria.  T hi 
discussion  is  based  mainly  on  aggregate  data.  A table  summarizes  several  methodologif  a! 
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characteristics  for  each  of  the  37  studies  reviewed,  allowing  one  to  compare  and  evaluate  the 
individual  studies. 

A total  of  6,534  subjects  were  involved  in  the  studies  reviewed.  (One  study  did  not  report  the 
number  of  subjects.)  In  35  of  the  studies,  subjects  were  88.9  percent  males  and  11.1  percent 
females.  Five  treatment  characteristics  of  the  studies  were  examined:  treatment  setting,  thera- 

peutic orientation,  type  and  specific  amount  of  treatment,  subject  attrition,  and  staff  type.  Of 
the  36  studies  that  specified  treatment  setting,  63.9  percent  were  inpatient,  19.4  percent  were 
outpatient,  and  16.7  percent  included  both  inpatient  and  outpatient  treatments.  Most  of  the  32 
studies  indicating  therapeutic  orientation  used  the  major  modalities  of  eclectic/multimodal  and 
behavior  therapy.  Most  studies  included  the  type  of  treatment,  but  27  percent  failed  to  indicate 
the  specific  amount  of  treatment.  Thirty-two  studies  presented  data  on  subject  attrition  before 
and/or  during  treatment.  Ninety  percent  of  the  30  studies  that  mentioned  staff  type  used  pro- 
fessional therapists.  None  of  the  37  studies  reported  information  on  all  of  the  12  selected  specific 
sociodemographic  and  alcohol  pretreatment  history  characteristics.  Pretreatment  assessments  of 
drinking  and/or  other  measures  of  behavior  were  described  in  only  18  (48.7  percent)  of  the 
studies;  of  those  18,  13  reported  the  length  of  the  pretreatment  assessment  periods,  and  many 
studies  failed  to  base  their  conclusions  on  statistical  findings,  as  conclusions  were  drawn  from 
superficial  data  analyses.  Because  no  one  data  source  is  error  free,  a convergent  validity  cri- 
terion was  emphasized. 

Seven  categories  were  used  to  determine  the  number  and  types  of  sources  for  outcome  data: 
self-reports,  collateral  reports,  official  records,  breath  alcohol  tests,  physiological  measures — 
urine  screens  and/or  liver  function  tests,  treatment  staff  reports,  and  other.  Approximately  57 
percent  of  the  studies  used  at  least  two  information  sources  for  outcome  data;  29.7  percent  used 
three  or  more  sources.  Only  3 of  the  37  studies  reported  whether  subjects  had  been  drinking 
when  interviewed.  Two  studies  did  not  describe  any  measurement  of  drinking  behavior;  only  11 
(31.4  percent)  assessed  drinking  behavior  with  a continuous  and  quantifiable  measure — number 
of  ounces  of  ethanol  consumed.  In  the  29  studies  that  used  life  health  measures  in  addition  to 
drinking  behavior,  the  mean  number  of  different  outcome  measures  was  3.5.  Two  studies  did 
not  indicate  the  exact  followup  interval,  and  three  failed  to  examine  attrition  in  followup.  Most 
studies  used  at  least  1 year  of  followup  for  all  subjects;  the  mean  percentage  of  subjects  found 
for  followup  was  78.4.  Forty-six  percent  (_N=17)  of  the  studies  used  univariate  analyses;  18.9 
percent  (N=7)  applied  no  statistical  analyses  to  their  outcome  data.  The  remainder  of  the  studies 
used  either  multivariate  data  analyses  or  nonparametr ic  analyses. 


CONCLUSIONS 

The  studies  reviewed  show  some  methodological  progress,  but  the  conclusions  are  based  on  a 
small  and  selected  group  of  studies.  Major  methodological  developments  include  the  use  of  mul- 
tiple information  sources  to  obtain  outcome  data;  the  use  of  multiple  measures  of  life  health  func- 
tioning, in  addition  to  drinking,  to  describe  outcome;  the  use  of  equal  followup  intervals  for  all 
subjects;  and  the  use  of  multiple  assessments  throughout  a followup  period  of  at  least  12  months. 
Three  other  methodological  improvements  were  found  in  the  literature:  studies  are  statistically 

examining  the  relationship  of  outcomes  to  pretreatment  and  treatment  predictor  variables;  more 
studies  are  using  univariate  or  multivariate  data  analyses  to  evaluate  outcomes;  and  many  studies 
report  a high  percentage  of  subjects  found  for  followup.  Despite  these  advancements,  however, 
methodological  weaknesses  are  more  prevalent  than  strengths. 

Methodologically  sound  treatment  outcome  evaluations  must  be  conducted  more  often  to  ensure 
the  growth  of  effective  and  efficient  treatment  programs.  Studies  must  be  comparable  in  terms 
of  methodological  reporting  requirements  and  the  types  of  outcome  measures  used.  The  continued 
growth  and  advancement  of  methodologically  sound  treatment  outcome  studies  in  the  alcoholism 
treatment  field  is  the  responsibility  of  State  and  Federal  funding  agencies,  which  should  require 
and  accept  only  studies  and  projects  that  meet  minimum  requirements  for  adequate  treatment. 
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SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Hospitalization;  individualized 

behavior  therapy  program 

SAMPLE  TYPE:  Alcoholics 


SAMPLE  SIZE:  69 


SEX/ACE: 

ETHNICITY: 

LOCALE: 


Male;  age  not  specified 
Not  specified 

Patton  State  Hospital,  California 


METHODOLOGY:  Multivariate  analysis;  longitudinal  study 

INSTRUMENTS  USED:  General  Index  of  Outcome;  Factor  Success 

method;  interviews;  driving  and  police 
records;  Residential  Status  and  Stability 
Index;  Drinking  Control  Index;  collateral 
information  sources 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  41 


PURPOSE 

This  study  is  a second-year  followup  on  previous  research  done  by  Sobell  and  Sobell  on  an  indi- 
vidualized behavior  therapy  program  for  alcoholics,  referred  to  as  IBTA.  The  initial  experiment 
investigated  a behavior  modification  treatment  for  alcoholics  that  was  based  on  the  assumption 
that  alcoholism  is  a discriminated  operant  behavior  and  that  experimental  treatment  procedures 
should  be  tailored  to  the  individual's  learning  history. 

The  previous  research  study  involved  70  male  gamma  alcoholics  who  were  inpatients  at  Patton 
State  Hospital  in  California.  Subjects  were  assigned  to  one  of  two  treatment  goals--nondrinking 
(abstinence)  or  controlled  drinking.  The  assignment  was  made  by  staff  decision.  Thirty  sub- 
jects were  assigned  to  the  nondrinking  goal  group.  Within  these  two  groups,  subjects  were 
randomly  assigned  to  an  experimental  group  receiving  IBTA  or  a control  group  receiving  conven- 
tional State  hospital  treatment  oriented  toward  abstinence.  Thus,  there  were  four  treatment 
groups:  (1)  controlled  drinker  experimental  (CD-E),  ^1=20;  (2)  controlled  drinker  control  (CD-C), 

j^=20;  (3)  nondrinker  experimental  (ND-E),  Nh=15;  and  (4)  nondrinker  control  (ND-C),  J4=15. 

Previous  followups  for  the  first  year  (6-month  and  12-month  data)  for  69  of  the  70  subjects 
reported  that  both  experimental  groups  (CD-E  and  ND-E)  had  functioned  significantly  better 
than  the  control  groups.  This  current  study  investigated  the  functioning  during  the  second 
year  after  their  discharge  from  the  hospital. 


METHODOLOGY 

To  track  the  subjects  through  the  second  year  after  hospitalization,  researchers  emit o.  u ■:  u.uii 
the  subjects  and  several  collateral  information  sources  (CISs)  every  3 to  4 weeks  for  a F/c.ir 
period.  CISs  included  individuals  and/or  agencies  who  had  had  any  contact  with  th  so:  ■ i . 

Specific  data  were  always  obtained  about  the  subject's  functioning.  The  dependent  variable  mea 
ures  of  outcome  included:  (1)  daily  drinking  disposition  coded  as  (a)  drunk  days-  >n-  th.n 


165 


ounces  of  86-proof  liquor  or  equivalent  in  alcohol  consumed,  (b)  controlled  drinking  days — 6 
ounces  or  less  of  86-proof  liquor  or  equivalent  alcohol  consumed,  (c)  abstinent  days,  (d)  incar- 
cerated days — jail  for  alcohol-related  offense,  and  (e)  incarcerated  days — hospital  for  alcohol- 
related  health  problems;  (2)  general  adjustment — rated  by  a CIS  as  compared  to  the  year  before 
the  subject's  hospitalization;  and  (3)  vocational  status — rated  by  the  subject  as  compared  to  the 
year  preceding  hospitalization. 

Additional  dependent  variable  measures  were  occupational  status — an  objective  indicator  of  the 
subject's  vocational  activities;  residential  status  and  stability  index,  the  subject's  type  of  resi- 
dence and  duration  at  a single  location;  valid  driver's  license  status;  marital  status,  marital 
status  2 years  after  discharge  compared  to  marital  status  at  time  of  discharge;  the  use  of  out- 
patient therapeutic  supports;  possession  of  the  research  program's  Do's  and  Do  Not's  Card  (asked 
only  of  experimental  groups);  and  a physical  health  evaluation  in  which  the  subject  was  asked 
to  evaluate  his  own  physical  health. 

The  single  genera!  indicator  of  treatment  outcome  was  called  the  General  Index  of  Outcome  (GIO). 
The  CIO  is  a measure  involving  the  variables  of  daily  drinking  disposition,  general  adjustment, 
and  vocational  status. 


RESULTS 

Complete  second-year  outcome  data  were  obtained  for  69  of  the  70  subjects.  At  the  end  of  the 
second  year,  interviews  were  completed  with  67  subjects.  Of  the  original  70,  one  was  not  located 
and  two  had  died. 

Daily  drinking  disposition  was  the  primary  evaluation  measure  used.  Abstinent  and  controlled 
drinking  were  combined  and  defined  as  days  "functioning  well."  Days  "not  functioning  well" 
were  defined  as  the  sum  of  drunk  days  and  days  incarcerated  in  jail  or  in  the  hospital.  There 
was  a statistically  significant  difference  between  the  CD-E  group  and  the  CD-C  group,  with  the 
CD-E  group  functioning  well  more  days.  There  was  not  a significant  difference  between  the  two 
nondrinker  groups. 

During  this  second  year  of  followup,  both  CD-E  and  ND-E  subjects  experienced  fewer  drunk 
days  and  also  had  a greater  number  of  abstinent  days  as  compared  to  their  respective  controls. 

Results  also  indicated  that  CD-Es  differed  significantly  from  CD-Cs  on  the  number  of  drinking 
days  in  which  they  engaged  in  controlled  drinking  (as  compared  to  uncontrolled  drinking). 
There  was  no  significant  difference  between  the  ND-Es  and  the  ND-Cs  on  this  measure. 

In  addition,  there  were  statistically  significant  differences  between  the  CD-E  group  and  the  CD-C 
group  on  the  following  measures  with  the  CD-E  group  scoring  more  favorably:  general  adjust- 

ment, vocational  status,  and  occupational  status  for  the  past  6 months.  There  was  no  statistical 
difference  between  the  ND-E  and  the  ND-C  on  these  variables. 

It  was  difficult  to  use  statistical  measures  to  compare  results  on  the  use  of  therapeutic  supports. 
However,  a greater  proportion  of  subjects  in  the  ND  groups  used  therapeutic  supports  than  did 
subjects  in  the  CD  groups.  Differences  between  CD-E  and  CD-C  and  between  ND-E  and  ND-C 
were  not  significant  on  residential  status  and  stability  for  the  second  year. 

It  was  difficult  to  interpret  data  regarding  valid  driver's  license  and  marital  status,  so  no  con- 
clusions were  drawn  from  these.  Differences  between  the  CD-E  and  CD-C  groups  approached 
significance  on  physical  health  status,  with  the  experimental  group  reporting  having  better 
health.  No  significant  difference  was  reported  in  the  nondrinking  groups  on  this  variable.  A 
majority  of  experimental  subjects  from  both  groups  did  retain  their  program  cards. 

The  CIO  score  for  the  CD-E  group  was  significantly  better  than  that  of  the  CD-C  group.  There 
was  no  significant  difference  between  the  ND-E  and  the  ND-C  groups. 


CONCLUSIONS 

The  second-year  followup  on  this  study  supports  the  conclusion  that  hospitalized  male  alcoholic 
subjects  who  received  individualized  behavior  therapy  with  a treatment  goal  of  controlled 
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drinking  functioned  significantly  better  than  their  control  group  who  had  received  conventional 
treatment  oriented  toward  abstinence.  Many  in  the  experimental  controlled  drinker  group  did 
engage  in  limited,  nonproblem  drinking.  However,  hospitalized  male  alcoholic  subjects  who 
received  individualized  behavior  therapy  with  a goal  of  no  drinking  did  not  function  better  than 
their  control  group  during  the  second  year.  (First-year  results  had  found  a significant  differ- 
ence between  ND-E  and  ND-C  on  several  variables.) 

The  authors  state  that  the  results  of  this  study  and  other  studies  suggest  that  controlled  drink- 
ing can  be  considered  as  an  alternative  treatment  goal  to  abstinence  for  some  alcoholics.  How- 
ever, the  proportion  of  alcoholics  who  can  engage  in  nonproblem  drinking  is  not  known.  This 
viewpoint  contradicts  that  held  by  many  prominent  authorities  in  the  field  of  alcoholism.  Implica- 
tions of  this  finding  for  treatment  programs  are  discussed. 
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Tuchfeld,  B.S.  Spontaneous  remission  in  alcoholics:  Empirical  observations  and  theoretical  impli- 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Spontaneous  remission 
Alcoholics  in  remission 
51 

35  males;  16  females;  average  age:  48.6 
White;  black 

City  in  southeastern  State 

Correlational  study;  case  study 

Interviews;  life  history  abstracts;  questionnaires; 
Michigan  Alcoholism  Screening  Test 

Not  specified 

19 


PURPOSE 

Little  research  has  been  focused  on  spontaneous  remission.  This  study  was  oriented  toward  dis- 
covery of  whether  and  by  what  means  individuals  can  resolve  their  chronic  drinking  problems 
without  professional  or  formal  treatment.  Empirical  evidence  suggests  that  resolutions  of 
untreated  drinking  problems  do  occur. 


METHODOLOGY 

Subjects  for  this  study  were  solicited  initially  through  the  media.  A total  of  162  people  responded 
and  were  given  screening  questionnaires.  Those  respondents  who  reported  that  they  had  resolved 
an  alcohol  problem  and  sustained  its  resolution  for  1 year  with  no  formal  treatment  were  then 

interviewed.  Interview  data  from  51  of  these  persons  were  eventually  analyzed. 

In  this  study,  formal  treatment  was  defined  as  intervention  by  a formally  recognized  individual 
or  institution  that  has  as  a primary  goal  alleviation  of  problems  caused  by  alcohol.  This  defini- 
tion includes  public  and  private  institutions,  professional  counselors,  and  voluntary  organizations 
such  as  Alcoholics  Anonymous.  Formal  courses  on  alcohol  and  nondiagnostic  medical  intervention 
were  also  considered  formal  treatment.  However,  intervention  by  friends,  family,  or  untrained 
ministers  and  diagnostic  medical  warnings  by  a physician  were  not  considered  formal  treatment. 

The  51  respondents  for  the  study  came  from  varied  backgrounds.  Their  average  age  was  48.6 
± 12.6  (SD);  they  included  34  white  men,  11  white  women,  5 black  women,  and  1 black  man. 

The  average  number  of  years  of  formal  education  was  12.9  ± 3.2,  although  most  had  not  gone 

beyond  high  school.  They  were  from  varied  occupations.  The  average  number  of  years  since 

problem  drinking  began  was  6.4.  All  51  respondents  reported  social,  psychological,  or  physical 
problems  associated  with  alcohol.  They  were  given  an  abbreviated  form  of  the  Michigan  Alcoholism 
Survey  Test  (MAST)  and  results  pointed  to  a diagnosis  of  "alcoholism".  (This  must  be  inter- 
preted with  care  since  the  test  in  its  entirety  was  not  given.)  Of  the  51  respondents,  40  were 
currently  abstinent,  10  were  careful  to  drink  only  a prescribed  amount,  and  1 expressed  a lack 
of  concern  about  the  amount  of  alcohol  consumed.  Since  the  study  was  exploratory,  no  claims 
of  general izabi lity  were  made. 
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RESULTS 


Study  findings  indicated  that  alcohol  problems  can  be  resolved  without  the  aid  of  formal  treat- 
ment, that  this  resolution  is  effective  for  some  people,  and  that  these  processes  can  be  empirically 
investigated  and  have  theoretical  implications. 

Several  factors  seemed  to  motivate  respondents  to  modify  their  alcohol  consumption.  These  factors 
and  the  numbers  of  respondents  giving  them  were  as  follows:  personal  illness  or  accident,  17; 

education  about  alcoholism,  6;  religious  experience,  13;  intervention  by  immediate  family,  9;  inter- 
vention by  friends,  7;  financial  problems  related  to  drinking,  11;  alcohol-related  death  or  illness 
of  another  person,  7;  alcohol-related  legal  problems,  4;  and  extraordinary  events  (such  as  per- 
sonal humiliation,  exposure  to  negative  role  models,  and  attempted  suicide),  15. 

Another  observation  was  the  apparent  relationship  between  quitting  smoking  and  stopping  drink- 
ing, which  may  have  indicated  a commitment  to  a new  lifestyle  on  the  part  of  the  respondent. 

The  support  of  a loved  one  also  seemed  to  be  a precursor  to  remission.  After  the  initial  commit- 
ment to  modify  drinking  behavior  had  been  made  by  the  respondent,  other  factors  became  impor- 
tant in  maintaining  the  modification.  These  included  non-alcohol-related  leisure  activities, 
reinforcement  from  family  and  friends,  and  fairly  stable  social  and  economic  support  systems. 
Some  respondents  reported  positive  changes  in  self-concept  after  they  altered  their  drinking 
behavior . 


CONCLUSIONS 

The  findings  suggest  a model  that  includes  both  social  and  psychological  variables.  The  major 
dimensions  in  the  model  appear  to  be  recognition  of  the  problem;  disengagement;  interim  changes 
in  alcohol-related  behavior;  and  if  successful,  sustained  resolution.  Disengagement  was  influ- 
enced by  such  variables  as  experience  with  self-control,  resistance  to  the  label  of  "alcoholic," 
and  negative  attitudes  toward  institutions. 

Remission  without  treatment  seems  to  entail  a process  similar  to  that  present  in  more  formal  thera- 
peutic experiences.  The  formal  treatment  process,  however,  generally  involves  the  patient's 
acceptance  of  the  term  "alcoholic,"  whereas  the  nontreatment  process  focuses  on  the  external 
social  conditions  that  facilitate  positive  change  and  self-definition  without  requiring  the  internali- 
zation of  stigmatic  labels.  This  study  suggests  several  possible  hypotheses,  including  (1)  accept- 
ance of  the  "alcoholic"  label  is  not  a crucial  factor  to  persons  who  resolve  their  alcohol  problems 
without  aid  of  treatment,  (2)  persons  who  alter  their  alcohol-related  activities  have  a better 
chance  of  maintaining  their  problem  resolution,  and  (3)  informal  social  controls  are  important  in 
solving  alcohol  problems. 
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Vaillant,  C.E.  The  Natural  History  of  Alcoholism.  Cambridge,  Mass.:  Harvard  University  Press, 
1983. 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Alcoholics  Anonymous;  clinic  treatment 

SAMPLE  TYPE: 

Three  study  samples:  college  and  core  city 
men;  clinic  patients 

SAMPLE  SIZE: 

204  college;  456  core  city;  100  clinic 

SEX/ACE: 

College  and  core  city:  male  (adolescent,  young 
adult,  mature  adult,  aged);  clinic:  not  specified 

ETHNICITY: 

White 

LOCALE: 

Cambridge  and  Boston,  Massachusetts 

METHODOLOGY: 

Longitudinal  study 

INSTRUMENTS  USED: 

Interviews;  questionnaires 

DATE(S)  CONDUCTED: 

1940  to  1980 

NO.  OF  REFERENCES: 

374 

PURPOSE 

Reporting  on  over  600  men  prospectively  followed  for  almost  40  years  (1940  to  1980),  this  book 
addresses  7 questions  in  an  attempt  to  identify  alcoholism  as  a "continuum  of  negative  conse- 
quences." The  work  examines  whether  alcoholism  is  a symptom  or  a disease;  whether,  if  alcohol- 
ism is  a disease,  it  is  progressive;  and  whether  alcoholics  are  premorbidly  different  from  other 
people.  Additional  questions  considered  include  the  following:  are  alcoholics,  when  abstinent, 
often  worse  off  than  when  they  were  drinking;  is  return  to  asymptomatic  drinking  possible  for 
alcoholics;  how  does  clinical  intervention  alter  the  natural  history  of  alcoholism;  and,  in  treating 
alcoholics,  what  is  the  relevance  of  Alcoholics  Anonymous  (AA)? 


METHODOLOGY 

The  data  are  from  the  Harvard  Medical  School's  Study  of  Adult  Development,  which  followed  204 
men  in  the  college  sample  and  456  men  in  the  core  city  sample  for  approximately  40  years.  Both 
samples  were  originally  interviewed  and  examined  by  a multidisciplinary  team  of  physicians,  psy- 
chologists, psychiatrists,  social  investigators,  and  physical  anthropologists. 

One-tenth  of  the  college  men  were  selected  by  chance  factors.  Socioeconomically,  the  college 
sample  was  a privileged  group,  but  not  exclusively  so.  Eighty  percent  were  Protestant,  10  per- 
cent Catholic,  and  10  percent  Jewish;  no  blacks  were  included.  After  graduation,  the  college 
sample  men  were  tracked  until  1955  by  annual  questionnaires.  Following  1955  , they  were  sent 
questionnaires  every  2 years.  By  the  mid-1  970s,  when  the  study  subjects  had  been  out  of  col- 
lege 25  years,  95  percent  had  married  and  15  percent  had  divorced.  The  modal  man  in  the 
college  sample  was  economically  and  socially  similar  to  a successful  businessman  but  had  the  polit- 
ical outlook,  intellectual  tastes,  and  lifestyle  of  a college  professor.  The  college  sample  subjects 
were  relatively  healthy  psychologically,  but  the  precise  differences  between  their  health  and  that 
of  any  other  group  was  impossible  to  measure. 

The  men  of  the  core  city  sample  were  drawn  from  the  500  boys  aged  11  to  1 6 selected  as  controls 
for  a prospective  study  (Glueck  1959).  From  1940  to  1944,  these  boys  from  Boston  inner  city 
schools  were  chosen  on  the  basis  of  not  being  seriously  delinquent.  About  five-sixths  of  the 
surviving  456  core  city  men  were  reinterviewed  at  ages  25,  31,  and  47.  The  subjects'  average 
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IQ  was  95.  The  parents  or  grandparents  of  70  percent  of  the  boys  had  been  born  in  other  coun- 
tries. Originally,  the  core  city  men  were  severely  disadvantaged.  Half  of  them  lived  in  blighted 
slum  neighborhoods,  half  were  known  to  five  or  more  social  agencies,  a third  had  IQs  of  less 
than  90,  and  a quarter  repeated  two  grades  or  more.  Like  the  college  sample,  these  core  city 
men  were  helped  up  the  economic  ladder  by  several  factors:  they  were  white,  took  advantage 

of  the  C.l.  Bill,  and  prospered  in  the  healthy  economy  existing  from  1945  to  1 965.  Finally,  a 
third  group  supplemented  the  data  of  these  two  groups:  the  clinic  sample,  which  consisted  of 

100  alcohol-dependent  men  and  women  who  were  followed  8 years  after  being  admitted  to  a detoxi- 
fication clinic. 


RESULTS 

No  single  set  of  traits  invariably  defines  alcoholism.  Extrapolating  from  the  data,  the  course  of 
alcoholism  can  be  seen  as  three  linked  stages.  The  first  stage  is  heavy  "social  drinking" — fre- 
quent ingestion  of  2 to  3 ounces  of  ethanol  (three  to  five  drinks)  a day  for  several  years.  This 
stage  can  continue  symptomatically  for  a lifetime,  turn  into  a more  moderate  drinking  pattern, 
or  "progress"  into  a pattern  of  alcohol  abuse.  At  some  point  in  their  lives,  perhaps  10  to  15 
percent  of  American  men  reach  this  second  stage.  Possibly  half  of  such  alcohol  abusers  either 
return  to  asymptomatic  (controlled)  drinking  or  achieve  stable  abstinence,  while  a quarter  of  all 
cases  of  alcohol  abuse  lead  to  a third  stage.  Possibly  3 to  5 percent  of  American  adults  reach 
the  point  of  chronic  alcohol  dependence,  withdrawal  symptoms,  and  eventually,  a need  for  detoxi- 
fication. 

A discussion  of  the  etiology  of  alcoholism  suggests  three  areas  in  which  alcoholics  seem  to  differ 
from  asymptomatic  drinkers:  future  alcoholics  are  more  likely  to  come  from  ethnic  groups  that 

tolerate  adult  drunkenness  but  that  discourage  children  and  adolescents  from  learning  safe  drink- 
ing practices;  future  alcoholics  are  more  likely  to  be  related  to  other  alcoholics;  and  compared 
to  asymptomatic  drinkers,  alcoholics  are  more  likely  to  be  premorbidly  antisocial,  perhaps  more 
extroverted,  but  not  more  dependent. 

The  chapters  reporting  on  the  natural  history  of  alcoholism  and  paths  to  abstinence  suggest  that 
the  cure  is  never  worse  than  the  disease.  The  prospective  study  revealed  no  evidence  that 
abstinence  can  sometimes  harm  the  alcoholic.  The  chapter  covering  treatment  concludes,  but 
does  not  prove,  that  prolonged  hospital  treatment  does  little  to  alter  the  natural  history  of  alco- 
holism. Neither  physicians'  effects  nor  an  individual's  own  willpower  appeared  to  be  able  to  cure 
an  alcoholic's  conditioned  habit  at  a given  time.  Recovery  was  associated  with  the  alcoholic's 
discovering  a substitute  dependency;  external  reminders  that  drinking  is  aversive;  increased 
sources  of  unambivalently  offered  social  support;  or  a source  of  inspiration,  hope,  and  enhanced 
self-esteem.  Alcoholics  Anonymous  (AA)  or  any  reasonable  facsimile  seems  to  be  an  effective 
way  of  bringing  together  these  four  factors.  More  recovered  alcoholics  from  both  the  college 
and  the  core  city  samples  began  stable  abstinence  while  attending  AA  than  while  attending  alco- 
holic treatment  centers. 


CONCLUSIONS 

Clinic  treatment  has  been  shown  by  nearly  all  followup  studies  to  help  alcoholics  by  reducing 
mortality  and  suffering.  By  understanding  the  facts  about  alcoholism,  the  natural  healing  proc- 
esses can  be  facilitated.  Clinicians  and  researchers  will  be  able  to  influence  a more  enlightened 
social  policy  that  will  affect  the  most  potent  factors  in  the  etiology  of  alcoholism.  Alcoholism 
costs  the  United  States  more  than  $50  billion  annually;  it  is  to  the  Nation's  advantage  to  find 
effective  treatment  approaches  to  help  alcohol-dependent  persons  lead  more  productive  lives. 
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SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Disulfiram  therapy;  conditioned-reflex  therapy 
group  hypnotherapy;  hospitalization 

SAMPLE  TYPE: 

Alcoholics 

SAMPLE  SIZE: 

178 

SEX/ACE: 

Adult  male  veterans 

ETHNICITY: 

Not  specified 

LOCALE: 

Topeka,  Kansas 

METHODOLOGY: 

Comparative  study 

INSTRUMENTS  USED: 

Laboratory  reports/examinations; 
interviews;  Szondi  test 

DATE(S)  CONDUCTED: 

January  1,  1950,  to  June  30,  1952 

NO.  OF  REFERENCES: 

8 

PURPOSE 

The  Alcoholism  Research  Project  at  Winter  Veterans  Administration  Hospital  (Kansas),  operating 
from  January  1 , 1 950,  to  June  30,  1952  , responded  to  the  magnitude  of  the  problem  of  chronic 
alcoholism  by  creating  a structured,  experimental  unit.  The  plan  was  designed  to  treat  patients 
within  a carefully  controlled  environment  and  to  collect  data  systematically.  The  primary  objective 
was  to  determine  whether  any  one  treatment  for  the  hospitalized  alcoholic  patient  would  prove 
more  successful  than  any  other. 

Due  to  the  limited  capacity  of  the  hospital  ward,  four  discrete  treatment  modalities  were  chosen: 
disulfiram  (Antabuse)  therapy;  conditioned-reflex  therapy;  group  hypnotherapy;  and  a control 
group,  termed  the  milieu  therapy  group,  set  up  to  provide  its  members  with  the  same  hospital 
milieu  and  time  structure  as  each  of  the  other  three  but  without  the  specific  added  modality. 


METHODOLOGY 

A multidimensional  measure  of  improvement  consisted  of  four  sets  of  criteria:  degree  of  absti- 

nence; overall  level  of  social  adjustment,  indicated  by  the  use  of  a variety  of  indices  such  as 
job  performance  and  continuity,  marital  adjustment,  interpersonal  relationships,  and  the  presence 
or  absence  of  other  major  symptoms;  subjective  feelings  of  difference — the  patient's  assessment 
of  how  he  feels  and  his  evaluation  of  the  treatment  modality;  and  structural  changes  in  personal- 
ity configurations  as  determined  by  clinical  psychiatric  observation  and  psychological  testing. 

To  ensure  random  selection,  subjects  were  assigned  in  order  of  admission  to  each  of  the  four 
treatment  groups  in  turn.  The  project  formally  operated  for  2.5  years  with  178  patients  (male 
veterans  from  Kansas  and  Missouri)  participating;  47  of  the  patients  treated  were  in  the  disulfiram 
group,  50  in  conditioned-reflex,  39  in  hypnotherapy,  and  43  in  the  milieu  therapy  group. 

RESULTS 

More  patients  did  well  with  disulfiram  than  with  any  other  modality.  With  both  disulfiram  and 
conditioned-reflex,  the  patients  tended  to  remain  with  the  treatment  group  to  a greater  degree 
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(38  percent  and  80  percent,  respectively)  than  in  the  other  two  groups  (64  percent  for  hypno- 
therapy and  62  percent  for  milieu  therapy).  When  treatment  completion  was  considered,  the 
conditioned-reflex  did  most  poorly.  Although  the  conditioned-reflex  patients  stayed  with  their 
treatment  as  well  as  the  disulfiram  patients,  there  were  no  more  improvements  recorded  in  the 
conditioned-reflex  group  than  in  the  hypnotherapy  or  milieu  therapy  groups.  Fifty-three  percent 
of  the  disulfiram  patients,  24  percent  of  the  conditioned-reflex  group,  36  percent  of  the  group 
hypnotherapy  patients,  and  26  percent  of  the  milieu  therapy  patients  improved. 

As  part  of  the  routine  clinical  study  in  the  Alcoholism  Research  Project,  repetitive  psychological 
testing  using  a projective  technique — the  Szondi  test — was  performed  on  all  patients  in  the  pro- 
gram. Because  of  failure  to  complete  the  prescribed  treatment,  only  108  patients  had  the  full  3 
sets  of  Szondi  data:  initial,  midpoint,  and  terminal.  These  were  distributed  as  follows:  38 

disulfiram,  27  conditioned-reflex,  20  hypnotherapy,  and  24  milieu  therapy.  For  comparative  pur- 
poses, a total  of  20  patients  who  completed  treatment  and  on  whom  3 sets  of  Szondi  data  were 
available  were  selected  from  each  modality,  for  a total  of  80  patients.  From  these  data,  it  was 
hoped  to  obtain  a measure  of  the  changes  that  might  occur  in  the  Szondi  configurations  as  a 
result  of  variations  in  the  treatment  modality  and  variations  in  the  phase  of  treatment  (beginning, 
middle,  or  end).  To  describe  these  differences,  an  analysis  of  variance  design  was  used  that 
accounted  for  the  4 treatment  modalities,  the  3 phases  of  treatment,  the  8 Szondi  factors,  and 
the  80  subjects.  Overall  figures  showed  that  a greater  proportion  of  alcoholics  had  character 
attributes  compatible  with  following  the  disulfiram  regimen  to  completion  than  any  of  the  other 
treatment  plans  offered;  that  is,  patients  on  the  disulfiram  regimen  were  more  willing  to  stick 
with  it,  offering  a greater  chance  for  treatment  success. 


CONCLUSIONS 

A number  of  personality  dimensions  differentiated  patients  in  terms  of  suitability  for  one  or 
another  of  the  offered  treatments.  Compulsivity  was  a significant  measure  of  the  prognosis  with 
disulfiram.  The  greater  the  passivity  of  the  patient,  the  better  the  prognosis  with  hypnotherapy. 
For  the  borderline  patients  close  to  depressive  or  schizophrenic  disorganizations,  disulfiram  was 
contraindicated  because  of  the  possibility  of  its  triggering  a psychotic  reaction.  For  these 
patients,  the  milieu  therapy  programs  were  more  helpful  because  they  provided  greater  individ- 
ual contact  with  physicians,  without  a major  threat  to  the  patients'  tenuous  defensive  structure. 
Schizoid  persons  seemed  to  respond  to  hypnosis  and  hypnotherapy,  but  they  were  not  able  to 
maintain  their  improvement  after  discharge  from  the  hospital.  Patients  who  were  overtly 
depressed  seemed  to  respond  to  conditioned-reflex  therapy,  but  this  treatment  was  not  suitable 
for  the  masochistic  person.  In  each  modality,  the  patient's  capacity  to  form  and  maintain  rela- 
tionships was  important.  The  greater  the  patient's  potential  for  establishing  a close  tie  to  the 
therapist,  to  the  hospital,  and  to  the  program,  the  better  his  prognosis. 

The  personality  dimensions  assessed  in  each  patient  can  be  used  as  a starting  point  in  the  plan- 
ning of  individualized  hospital  treatment  programs  for  alcoholic  patients.  Taken  together  with 
the  psychological  significance  of  the  treatment  modalities,  however,  these  personality  dimensions 
do  not  produce  enough  criss-crossing  points  to  permit  confident  assignment  of  each  patient  to 
one  of  the  treatment  modalities  as  the  one  offering  the  best  prognosis.  Further  studies  should 
seek  to  refine  and  extend  these  tentative  formulations  and  conclusions. 
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Wanberg,  K.W.;  Horn,  J.L.;  and  Foster,  F.M.  A differential  assessment  model  for  alcoholism: 
The  scales  of  the  alcohol  use  inventory.  Journal  of  Studies  on  Alcohol,  38 ( 3 ) : 51  2-543 , 1977. 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Not  applicable 

SAMPLE  TYPE: 

Patients  admitted  to  the  Fort  Logan  Mental 
Health  Center  with  alcohol  problems 

SAMPLE  SIZE: 

1 ,030  in  final  analyses; 

2,261  in  scale  standardization 

SEX/AGE: 

Both  sexes  (82  women  in  sample  of  2,261); 
mature  adults 

ETHNICITY: 

Not  specified 

LOCALE: 

Denver,  Colorado 

METHODOLOGY: 

Description 

INSTRUMENTS  USED: 

Alcohol  Use  Inventory;  Alcohol  Use  Profile 

DATE(S)  CONDUCTED: 

1969-1973 

NO.  OF  REFERENCES: 

32 

PURPOSE 

Many  theories  of  alcoholism  propose  a unitary  condition;  for  example,  they  look  at  stages  in  the 
development  of  alcoholism  and  differentiate  between  early  and  late  alcoholism.  However,  all  cases 
of  alcoholism  do  not  represent  the  same  process.  Clinical  observation  reveals  that  so-called  alco- 
holics differ  noticeably  and  that  individuals  believed  to  be  equally  "sick”  are  often  not  alike  in 
their  alcohol-related  symptoms.  Horn  and  Wanberg  have  outlined  a multiple-syndrome  diagnostic 
model  that  includes  some  dimensions  of  behavior  that  are  not  specific  to  alcohol  use.  The  present 
paper  is  concerned  only  with  diagnostic  categories  specific  to  alcohol  use.  It  is  directed  at  pro- 
viding a method  of  assessment  that  can  account  for  most  of  the  observed,  reliable  variance  in 
self-reports  relating  to  alcohol  use.  The  method  is  based  on  the  scales  of  the  Alcohol  Use  Inven- 
tory C A U I ) . ' This  discussion  provides  only  a general  description  of  major  concepts  and  some  of 
the  psychometric  properties  of  the  measure. 


SUMMARY 

The  development  of  the  AUI  was  a long  process.  The  final  structural  analyses  were  based  on 
1 ,030  patients  admitted  to  Fort  Logan  Mental  Health  Center  between  July  1969  and  December  1971. 
Further  evaluations  on  the  stability  of  psychometric  properties  of  the  scale  were  conducted  from 
1969  to  1973. 

AUI  Primary  Scales 

Sixteen  primary  scales  were  developed  for  the  AUI: 

Scale  1:  Drink  To  Improve  Sociability — Social  Benefit 

Scale  2:  Drink  To  Improve  Mental  Functioning — Mental  Benefit 


'Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for 
a further  discussion  of  the  Alcohol  Use  Inventory. 
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Scale  3:  Gregarious  Versus  Solitary  Drinking 

Scale  4:  Obsessive-Compulsive  Drinking 

Scale  5:  Continuous,  Sustained  Drinking 

Scale  6:  Postdrinking  Worry,  Fear,  and  Guilt 

Scale  7:  Drink  To  Change  Mood 

Scale  8:  External  Support  To  Stop  Drinking 

Scale  9:  Loss  of  Behavior  Control  When  Drinking 

Scale  10:  Social  Role  Maladaptation 

Scale  11:  Psychoperceptual  Withdrawal 

Scale  12:  Psychophysical  Withdrawal 

Scale  13:  Use  of  Drugs  Other  Than  Alcohol 

Scale  14:  Quantity  of  Alcohol  Used 

Scale  15:  Drinking  Followed  Marital  Problems 

Scale  16:  Drinking  Provokes  Marital  Problems 


Second  Order  Dimensions 

These  primary  scales  are  psychometrically  independent,  but  they  are  also  correlated.  Correla- 
tions between  unitary  factors  can  indicate  broad  influences.  In  the  case  of  the  alcohol-use 
factors,  six  broad  patterns  are  found,  and  these  are  referred  to  as  dimensions.  These  dimen- 
sions were  derived  by  a factor  analysis  of  the  primary  scales.  These  second  order  dimensions 
are: 

Dimension  A:  Self-Enhancement  Drinking  (combination  of  items  from  scales  1,  2,  and  3) 

Dimension  B:  Obsessive  Sustained  Drinking  (obtained  from  items  on  scale  4 and  5) 

Dimension  C:  Anxiety  Related  to  Drinking  (scales  6 and  7 combined  in  a broad  measure  of 
affective  and  emotional  disruptions  related  to  alcohol  use) 

Dimension  D 1:  Alcohol  Use  Disruption  (scales  9 through  12  and  14) 

Alternative  Dimension  D 2:  Alcohol  Use  Disruption  (a  cross-check  on  D 1 ; comprised  of  items  that 
do  not  appear  in  any  of  the  scales) 

Dimension  G:  General  Alcoholism  (items  pertaining  to  all  the  basic  categories  of  alcohol  use  and 
misuse;  used  to  gain  a quick  look  at  whether  a person  is  reporting  a pattern  associated  with 
problem  drinking) 

Goals  of  the  AUI  Scales 

The  scales  of  the  AUI  were  first  standardized  on  a population  of  2,261  problem  drinkers  admitted 
to  short-term  inpatient  alcoholism  treatment  at  the  Fort  Logan  Mental  Health  Center.  Patients 
were  admitted  between  July  1 , 1969,  and  June  30,  1973.  The  scales  of  the  AUI  were  constructed 
with  several  major  goals  in  mind:  (1)  adequate  internal  consistency,  (2)  scale  independence, 

and  (3)  stability  of  measurement  over  time.  All  scales  except  scale  16  showed  good  test-retest 
reliability.  There  seemed  to  be  significant  shifts  in  reports  that  drinking  causes  marital  prob- 
lems. There  was  evidence  of  construct  validity  in  the  finding  that  persons  judged  by  clinic:, ms 
to  be  chronic-severe  alcoholics  also  have  high  scores  on  the  AUI  scales  indicating  major  alcohol 
problems.  Some  scales  also  indicated  predictive  validity. 


CONCLUSIONS 

The  AUI  scales  provide  an  operational  definition  of  multiple  manifestations  of  alcohol  pnmk-i 
They  allow  investigators  to  expand  beyond  a concept  of  a unitary  condition  of  alcoholism.  im 
can  be  used  as  a basis  for  research  such  as  which  AUI  scales  best  predict  treatment  oui<  ■ 

They  point  to  the  complex  and  multidimensional  nature  of  the  important  social  problem  of  .ikoh  >1- 
ism. 
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PART  2 


SUMMARIES 


Alterman,  A.I.;  Gottheil,  E.;  Gellens,  H.K.;  and  Thornton,  C.C.  Relationships  between  drink- 
ing behavior  of  alcoholics  in  a drinking-decisions  treatment  program  and  treatment  outcome. 
In:  Nathan,  P.E.;  Marlatt,  G.A.;  and  Ltfberg,  T.,  eds.  Alcoholism:  New  Directions  in 
Behavioral  Research  and  Treatment.  New  York:  Plenum  Press,  1978.  Pp.  21  1-233. 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Hospitalization;  Drinking  Decisions  Program; 

individual  psychotherapy;  group  therapy;  physical 
exercise;  educational  and  religious  seminars; 
Alcoholics  Anonymous;  art  therapy;  marital 
casework;  recreation  therapy;  occupational  therapy 

SAMPLE  TYPE:  Alcoholic  veterans 


SAMPLE  SIZE:  249 


SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Males;  age  range:  23  to  58 
Not  specified 

Coatesville,  Pennsylvania 
Longitudinal  study 

Followup  questionnaires;  hospital  records 
Not  specified 
9 


Although  total  abstinence  should  be  considered  the  preferred  treatment  goal  for  the  majority  of 
alcoholics,  partial  abstinence  and  limited  drinking  should  be  accepted  as  realistic  treatment  options 
and  outcomes  for  some  alcoholics.  Study  data  came  from  patients  who  participated  in  a drinking 
decisions  treatment  program  for  alcoholics.  The  program  allowed  patients  to  make  decisions  con- 
cerning whether  or  not  to  drink  while  undergoing  a variety  of  treatment  modalities  on  a closed 
ward.  A total  of  249  male  alcoholic  veterans  between  ages  23  and  58  completed  the  program. 
Followup  measures  were  taken  at  6,  12,  and  24  months  after  completion  of  the  6-week  program, 
using  a 14-item  questionnaire.  A previous  analysis  of  outcomes  at  6 months  had  found  that  those 
who  were  nondrinkers  on  the  program  fared  generally  better  than  program  drinkers,  although 
various  subgroups  of  program  drinkers  were  able  to  exercise  some  degree  of  control  over  their 
drinking  and  did  nearly  as  well  after  treatment  as  did  program  nondrinkers.  About  half  of  the 
patients  were  totally  abstinent  at  6 months.  The  outcomes  at  2 years  showed  some  decline  since 
the  6-month  evaluation  in  the  proportion  of  patients  drinking  at  acceptable  levels.  Program 
abstainers  were  as  likely  as  program  drinkers  to  either  abstain  or  to  limit  their  extent  of  drinking 
after  2 years.  Results  demonstrate  that  the  drinking  behavior  of  many  alcoholics  may  vary  over 
time. 
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Annis,  H.  Directions  in  treatment  research.  Addictions , 20(2}:50-59,  1973. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Psychotherapy;  behavior  modification 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review 

Not  applicable 

Not  applicable 

None 


Instead  of  studying  whether  psychotherapy  is  effective,  research  needs  to  focus  on  determining 
what  specific  interventions  produce  specific  changes  in  specific  patients  under  specific  conditions. 
This  approach  would  signal  a trend  toward  greater  explicitness  in  defining  the  techniques  used, 
the  changes  sought,  and  the  relationship  of  these  to  the  presenting  client  problems  and  the  vari- 
ables associated  with  the  context.  Past  research  has  often  been  based  on  incorrect  assumptions, 
among  them  that  therapists,  as  well  as  patients,  are  more  alike  than  different,  and  that  a direct 
relationship  exists  between  theory  and  practice.  Treatment  studies  have  dispelled  these  myths. 
These  studies  have  also  revealed  that  expectancy-placebo  effects  can  be  powerful  and  that  patients 
may  become  either  better  or  worse  as  a result  of  treatment.  In  the  past,  research  relied  almost 
exclusively  on  naturalistic  observation  of  therapy  as  practiced.  Future  research  needs  to  become 
more  specific.  Outcomes  should  be  broken  down  into  three  components:  the  production  of  change, 

the  duration  of  change,  and  the  generalizability  of  change.  Research  and  practice  must  also 
coalesce  in  the  design  of  the  treatment  or  intervention  offered. 
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Annis,  H.M.  Is  inpatient  rehabilitation  of  the  alcoholic  cost  effective?  Con  position.  Advances 
in  Alcohol  & Substance  Abuse,  5(1-2),  in  press. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  disulfiram;  citrated  calcium  carbimide 

Hospitalization;  outpatient  programs 

Alcoholics 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Literature  review 

Not  applicable 

Not  applicable 

55 


Inpatient  alcoholism  programs  lasting  a few  weeks  to  a few  months  show  no  higher  success  rates 
than  do  periods  of  brief  hospitalization  of  a few  days.  In  addition,  the  great  majority  of  alco- 
holics who  seek  treatment  for  alcohol  withdrawal  can  be  safely  detoxified  without  pharmacotherapy 
and  in  non-hospital-based  units  at  one-tenth  the  cost  of  hospital  programs.  Moreover,  day 
treatment  programs  produce  equal  or  superior  results  to  inpatient  hospitalization  at  one-half  to 
one-third  of  the  cost.  Furthermore,  well-controlled  trials  have  demonstrated  that  outpatient 
programs  can  produce  comparable  results  to  inpatient  programs.  One  estimate  places  the  cost 
saving  at  $3,700  when  compared  with  the  typical  course  of  inpatient  treatment.  A growing  body 
of  evidence  suggests  that  if  patients  could  be  matched  on  clinically  significant  dimensions  to  a 
range  of  treatment  alternatives,  much  higher  overall  improvement  rates  in  the  alcoholism  treat- 
ment field  would  be  observed.  Thus,  when  given  to  unselected  groups  of  alcoholics  seeking 
treatment,  inpatient  rehabilitation  is  clearly  not  cost  effective. 
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Annis,  H.M.,  and  Liban,  C.B.  Alcoholism  in  women:  Treatment  modalities  and  outcomes.  In: 
Kalant,  O.J.,  ed.  Research  Advances  in  Alcohol  and  Drug  Problems.  Vol.  5.  Alcohol  and 
Drug  Problems  in  Women.  New  York:  Plenum  Press,  1980.  Pp.  385-422. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 


Group  therapy;  individual  counseling;  family 
therapy;  didactic  instruction;  physiotherapy; 
relaxation  training;  aversion  therapy;  Alcoholics 
Anonymous;  disulfiram;  alcohol  withdrawal 

Not  applicable 

Not  applicable 


SEX/ACE: 


Both  sexes;  ages  not  specified 


ETHNICITY:  Not  applicable 

LOCALE:  Cross-sectional 


METHODOLOGY: 


Literature  review 


INSTRUMENTS  USED:  Not  applicable 

DATE(S)  CONDUCTED:  Not  applicable 

NO.  OF  REFERENCES:  107 


A review  of  literature  on  the  treatment  of  women  alcoholics  showed  that  women  alcoholics  who 
had  been  admitted  to  the  majority  of  treatment  programs  examined  did  not  show  a significantly 
poorer  response  to  treatment  than  men.  Within  the  small  number  of  studies  reporting  sex  differ- 
ences in  favor  of  either  men  or  women,  no  pattern  emerged  suggesting  any  relationship  between 
sex  and  treatment  variables.  Programs  showing  better  prognosis  for  males  as  well  as  those  show- 
ing better  prognosis  for  females  involved  fairly  traditional  multimodal  inpatient  programs  frequently 
followed  by  group  or  individual  outpatient  counseling.  However,  the  available  evidence  contains 
numerous  methodological  and  conceptual  problems.  Studies  on  prognostic  factors  have  produced 
mixed  results  about  differences  for  males  and  females.  Some  studies  have  shown  agreement 
between  the  sexes  on  prognostic  factors,  while  others  have  shown  differences.  Given  the  dif- 
ferences and  similarities  in  role  demands  and  expectations  of  males  and  females  in  our  society, 
it  is  likely  that  some  of  the  factors  indicating  good  prognosis  may  vary  between  the  sexes,  while 
others  may  transcend  sex  differences.  The  lack  of  knowledge  regarding  effective  treatment  pro- 
graming points  to  the  need  for  a change  in  the  nature  of  the  research  questions  being  addressed. 
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Babor,  T.F.,  and  Mendelson,  J.H.  Empirical  correlates  of  self-report  drinking  measures.  In: 
Galanter,  M.,  ed.  Currents  in  Alcoholism.  Vol.  VII.  Recent  Advances  in  Research  and 
T reatment.  New  York:  Crune  & Stratton,  1980.  Pp.  161-168. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Group  therapy 

Nonalcoholic  drinkers;  regular  patrons  of  taverns 
50 

1st  study,  all  male,  average  age:  24; 

2nd  study,  both  sexes,  average  ages: 
early-  to  mid-40s 

Not  specified 

Massachusetts  (Boston  area) 

Comparative  study;  multivariate  analysis 

Observations;  Michigan  Alcoholism  Screening  Test; 
self-report  measures 

Not  specified 

13 


Self-report  drinking  measures  of  both  specific  and  general  drinking  behavior  accurately  differen- 
tiate drinkers  who  vary  in  the  frequency  and  intensity  of  alcohol  consumption.  Data  came  from 
two  studies  of  longitudinal  drinking  patterns  that  compared  self-report  results  with  findings  from 
observations  of  actual  drinking  behavior.  In  the  first  study,  34  adult  males  stayed  in  a hospital 
for  30  days.  The  study  period  included  a 5-day  baseline  period,  which  was  alcohol-free;  a 20- 
day  period  of  alcohol  availability;  and  a 5-day  posttest  period.  The  subjects  were  studied  in 
groups  of  three  or  four.  During  the  20-day  period,  18  subjects  could  buy  drinks  at  any  time 
for  50<t  each  (the  nonhappy  hour  condition).  The  other  16  subjects  could  buy  alcoholic  beverages 
at  25<t  per  drink  between  2 and  5 p.m.  and  at  50<t  per  drink  at  other  times  (the  happy  hour 
condition).  Individuals  reporting  heavy  alcohol  consumption  were  also  likely  to  be  heavy  drinkers 
in  the  study  situation.  In  the  second  study,  16  regular  patrons  of  a tavern  agreed  to  be 
observed  and  were  observed  on  12  consecutive  Mondays  and  Wednesdays  over  a 6-week  period. 
About  2 months  after  the  observations,  14  of  the  sample  members  completed  a self-administered 
version  of  the  Michigan  Alcoholism  Screening  Test  (MAST).  The  MAST  scores  correlated  signifi- 
cantly and  positively  with  both  total  alcohol  consumption  and  total  number  of  multiple  drink  epi- 
sodes. The  MAST  score,  when  used  as  a continuous  variable,  may  also  be  a valid  indicator  of 
behavioral  manifestations  of  alcoholism. 
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British 


Bebbington,  P.E.  The  efficacy  of  Alcoholics  Anonymous:  The  elusiveness  of  hard  data. 
Journal  of  Psychiatry,  128:572-580,  1976. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Alcoholics  Anonymous 

People  attending  Alcoholics  Anonymous 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review;  literature  review 
Not  applicable 
Not  applicable 
41 


The  studies  on  the  effectiveness  of  Alcoholics  Anonymous  (AA)  do  not  add  significantly  to  the 
knowledge  about  AA  resulting  from  clinical  experience,  because  the  studies  have  methodological 
problems.  Longitudinal  studies  have  been  conducted  from  both  inside  and  outside  AA.  Cross- 
sectional  studies  have  assessed  the  performance  of  AA  members,  using  questionnaires  sent  to 
members  at  a single  point  in  time.  Without  a change  in  the  unusual  characteristics  of  AA,  when 
considered  as  a treatment  facility,  it  will  probably  not  be  possible  to  assess  its  effectiveness  in 
a scientific  manner.  There  are  a number  of  methodological  problems  that  hinder  a valid  evalua- 
tion of  AA  as  treatment.  To  date,  almost  all  studies  involving  AA  use  simple  abstinence  as  a 
criterion  of  success.  However,  this  criterion  is  overly  simple  as  it  excludes  those  who  have 
returned  to  normal  drinking.  Another  problem  is  the  requirement  of  control  groups  in  studies 
of  effectiveness. 

Attendance  at  AA  involves  a complex  process  of  affiliation,  of  which  only  part  is  related  to  influ- 
ences producing  a progression  from  inebriety  to  sobriety.  This  and  the  anonymity  of  the  orga- 
nization make  it  difficult  to  obtain  hard  data.  Thus,  it  is  impossible  to  go  beyond  the  clinical 
observation  that  many  people  go  to  A A and  that  some  do  very  well  and  attribute  their  success 
to  their  attendance.  A reasonable  minimum  estimate  of  success  may  be  the  26  percent  cited  by 
Bohince  and  Orensteen;  however,  15  percent  of  the  responders  sought  additional  help  after  join- 
ing AA.  Doing  a followup  of  a cohort  of  A A attenders  would  require  a local  revision  of  A A prac- 
tice and  would  produce  results  relating  to  a group  different  from  those  involved  in  A A as  we 
know  it. 
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Bigelow,  G.;  Strickler,  D.;  Liebson,  I.;  and  Griffiths,  R.  Maintaining  disulfiram  ingestion 
among  outpatient  alcoholics:  A security-deposit  contingency  contracting  procedure.  Behav- 
iour Research  & Therapy,  14:378-381,  1976. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  disulfiram 

Disulfiram;  contingency  contracting; 
self-control  program 

Problem  drinkers 

20 

Males;  mean  age:  40.6;  range:  28  to  54  years 

Not  specified 

Not  specified 

Multivariate  analysis 

Interviews 

Not  specified 

19 


A contingency  contracting  procedure  appears  to  offer  considerable  promise  as  a way  of  increasing 
the  motivation  in  alcoholics  to  continue  in  a program  of  self-medication  with  disulfiram.  The  pro- 
cedure was  tested  on  20  male  volunteers  who  sought  outpatient  treatment  for  their  problem  drink- 
ing. The  patients  were  asked  to  visit  the  clinic  daily  for  the  first  14  days  of  treatment  and 
every  other  day  thereafter  to  ingest  disulfiram.  They  were  also  asked  to  place  a security  deposit 
of  $100  or  $150  with  the  clinic,  or  a negotiated  sum  if  the  patient  was  unable  to  pay  this  amount, 
and  told  that  each  failure  to  appear  as  scheduled  would  result  in  the  sacrifice  of  $5  to  $10,  which 
would  be  sent  to  a charity.  The  balance  of  the  security  deposit  would  be  returned  to  the  patient 
at  the  end  of  the  agreed  contract  duration.  No  counseling  or  psychotherapy  sessions  were 
offered  to  the  participants.  The  average  security  deposit  was  actually  $71.25.  Four-fifths  of 
the  subjects  attained  longer  durations  of  abstinence  immediately  after  entering  the  contracting 
program  than  they  reported  having  achieved  at  any  time  during  the  previous  3 years.  The 
median  duration  of  abstinence  was  4.5  months,  versus  a median  of  1 month  for  the  previous  maxi- 
mum durations.  Drinking  occurred  on  only  1.6  percent  of  patient  days.  Patients  missed  only 
7.8  percent  of  their  scheduled  visits.  Seven  patients  (35  percent)  sacrificed  part  of  their  depos- 
its. Fourteen  patients  started  a second  contract  immediately  after  finishing  their  first.  Three- 
quarters  of  the  patients  were  abstinent  throughout  their  initial  contracts.  Reenlistment  bore  no 
apparent  relationship  to  results  during  the  first  contract. 
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Billings,  A.G.,  and  Moos,  R.H.  Psychosocial  processes  of  recovery  among  alcoholics  and  their 
families:  Implications  for  clinicians  and  program  evaluators.  Addictive  Behaviors,  8:205-218, 
1983. 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Residential  facilities 

SAMPLE  TYPE:  Alcoholics  and  their  families; 

matched  control  families 


SAMPLE  SIZE: 


226  (1  13  alcoholic  patients  and  their  families; 
113  controls  and  their  families) 


SEX/AGE: 

ETHNICITY: 

LOCALE: 


Both  sexes;  mean  age:  49.5  and  48  years 
Mostly  white 
Not  specified 


METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Comparative  study;  longitudinal  study 

Quantity-Frequency  Index;  Health  and  Daily  Living 
Form;  Family  Environment  Scale;  Work  Environment 
Scale 

Not  specified 
52 


Patients  who  successfully  recover  control  over  their  drinking  also  function  well  in  nondrinking 
areas  such  as  family  life  and  the  workplace.  In  addition,  their  family  members  receive  the 
benefits  of  recovery.  Study  data  came  from  a group  of  113  alcoholic  patients  and  their  family 
members,  who  were  followed  through  residential  treatment  and  for  2 years  after  treatment.  Com- 
parison data  came  from  a group  of  113  matched  nonalcoholic  families.  The  posttreatment  function- 
ing of  the  recovered  alcoholics  was  similar  to  the  controls,  although  the  recovered  alcoholics 
reported  somewhat  more  anxiety  and  fewer  social  contacts.  The  posttreatment  functioning  of 
the  spouses  and  children  of  recovered  alcoholics  was  comparable  to  that  of  the  controls.  How- 
ever, relapsed  alcoholics  and  their  family  members  showed  impairments  on  many  dimensions.  The 
children  had  almost  twice  as  many  emotional  and  physical  problems  as  the  children  in  the  control 
families,  and  the  spouses  reported  higher  levels  of  alcohol  consumption  and  mood-related  dysfunc- 
tion. Three  extratreatment  domains,  environmental  stressors,  coping  responses,  and  social 
resources,  had  as  much  influence  on  the  recovery  process  as  did  patients'  treatment  experiences 
and  characteristics  at  intake  combined. 

To  assess  extratreatment  factors,  clinicians  and  program  evaluators  need  systematic  procedures. 
Possible  instruments  include  the  Family  Stress  Inventory,  which  records  recent  life  events;  the 
Work  Environment  Scale;  the  Family  Environment  Scale;  the  Interview  Schedule  for  Social  Inter- 
action, which  permits  social  network  analysis;  and  self-report  inventories  on  coping  responses 
to  stressful  events.  Information  from  these  systematic  assessments  can  help  increase  the  effec- 
tiveness of  treatment  by  identifying  situations  that  increase  the  risk  of  relapse  and  by  suggesting 
changes  in  coping  patterns,  family  settings,  and  work  settings.  Using  extratreatment  factors 
can  also  improve  program  evaluations  and  guide  program  modifications. 
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Blane,  H.T.  Issues  in  the  evaluation  of  alcoholism  treatment.  Professional  Psychology,  8:593- 
608,  1977. 


SUBSTANCES  STUDIED:  Alcohol;  disulfiram 


TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 


Short-term  inpatient  residential;  outpatient; 
behavior  therapy;  psychotherapy;  controlled 
drinking  programs;  Alcoholics  Anonymous; 
spontaneous  recovery;  treatment  in  general 

Alcoholics;  psychiatric  patients;  women; 
youthful  populations 

Not  applicable 


SEX/AGE: 

ETHNICITY: 


Not  applicable 
Not  applicable 


LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 


Not  applicable 

Theoretical /critical  review;  literature  review 
Not  applicable 
Not  applicable 


NO.  OF  REFERENCES:  51 


When  the  criterion  is  reduced  consumption,  outcomes  of  treatment  for  alcoholism  generally  parallel 
those  reported  for  psychotherapy.  Improvement  is  reported  in  62  to  68  percent  of  cases,  deteri- 
oration in  6 to  1 0 percent  of  cases,  and  spontaneous  remission  in  1 to  33  percent.  Although  no 
one  form  of  therapy  has  clearly  emerged  as  being  the  most  effective,  some  recent  reviews  have 
made  a case  for  broad  spectrum  programs  that  combine  inpatient  and  outpatient  care  and  empha- 
size aggressive  outreach,  the  involvement  of  col  laterals , the  adjunctive  use  of  disulfiram  (Anta- 
buse), and  behavior  therapy.  The  empirical  evidence  for  this  approach  is  not  convincing, 
however.  The  amount  of  treatment,  as  distinguished  from  duration,  is  the  only  treatment  factor 
that  consistently  shows  a positive  relationship  to  outcomes.  Two  client  characteristics — socio- 
economic status  and  social  stability — are  consistently  and  positively  related  to  outcome.  Severity 
of  alcoholism  at  intake,  other  factors  specific  to  consumption,  dependency,  and  compliance  with 
treatment  requirements  also  relate  to  outcome.  Therapist  effects  and  interactions  between  the 
client,  the  treatment,  and  the  therapist  have  not  been  studied.  Measurement  problems  and  indi- 
vidual variation  in  drinking  behavior  tend  to  inflate  improvement.  The  literature  also  indicates 
that  not  only  is  controlled  drinking  an  appropriate  treatment  goal  for  some  alcoholics,  but  it  also 
has  implications  for  alcoholism  prevention.  Future  evaluation  research  should  focus  on  client- 
therapist  interactions  related  to  entering  and  remaining  in  treatment,  social  climate,  cost-benefit 
analyses,  and  staffing  patterns. 
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Brandsma,  J.M.,  and  Pattison,  E.M.  The  outcome  of  group  psychotherapy  with  alcoholics:  An 
empirical  review.  American  Journal  of  Drug  and  Alcohol  Abuse,  in  press. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Group  psychotherapy 

Alcoholics  in  group  psychotherapy 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Literature  review 

Not  applicable 

Not  applicable 

35 


While  a review  of  30  outcome  studies  of  group  therapy  with  alcoholics  reveals  certain  design  inade- 
quacies, tentative  inferences  can  be  made  about  the  efficacy  of  such  therapy.  Most  research 
lacks  detailed  patient  variables,  multiple  measures  of  therapeutic  change,  control  techniques, 
followup  procedures,  and  discrete  treatment  modalities.  In  addition,  outcomes  are  often  not 
related  to  drinking  behavior.  Group  therapy  is  usually  used  in  conjunction  with  other  treatments, 
which  makes  it  difficult  to  evaluate  separately.  Some  studies  indicate  that  the  use  of  inpatient 
group  therapy  did  not  significantly  increase  long-term  abstinence  rates,  but  others  found  that 
membership  in  a group  helped  clients  to  maintain  contact  with  an  outpatient  clinic  and  that  long- 
term patients  receiving  either  group  or  individual  therapy  were  equal  in  their  therapeutic  outcome. 
Group  therapy  appears  to  increase  intake  compliance  and  result  in  better  disposition.  However, 
group  therapy  success  may  be  an  artifact  of  having  better  motivated  patients  at  the  outset.  A 
number  of  studies  report  abstinence  or  improvement  rates  of  between  15  and  53  percent.  Croup 
therapy  also  appears  to  have  multiple  effects  on  drinking,  work,  and  social  functioning.  Finally, 
some  studies  indicate  that  patients  with  good  self-images  should  be  selected  for  group  psycho- 
therapy. 
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Bromet,  E.J.;  Moos,  R.H.;  and  Bliss,  F.  The  social  climate  of  alcoholism  treatment  programs. 
Archives  of  General  Psychiatry,  33:910-91  6,  1976. 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  At  1 of  4 residential  programs:  milieu,  group, 

and  family  treatment;  aversion  conditioning; 
anticonvulsant  and  antianxiety  medications; 
sedatives;  vitamins  and  salt  tablets;  community 
meetings;  counseling;  recreational  activities; 
educational  lectures  and  films;  vocational  services; 
vocational  rehabilitation;  spot  jobs;  Alcoholics 
Anonymous 


SAMPLE  TYPE:  Alcoholism  treatment  programs  and  their  clients 

SAMPLE  SIZE:  4 programs;  445  alcoholic  inpatients 


SEX/AGE: 


Both  sexes;  varied  ages 


ETHNICITY:  Not  specified 

LOCALE:  Not  specified 


METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Multivariate  analysis 

Community-Oriented  Programs  Environment  Scale; 
background  questionnaires 

Not  specified 

27 


Alcoholism  treatment  programs  can  be  systematically  assessed  and  compared  using  the  Community- 
Oriented  Programs  Environment  Scale  (COPES),  a scale  measuring  10  dimensions  of  the  treatment 
environments  of  psychiatric  programs.1  The  dimensions  are  involvement,  support,  spontaneity, 
autonomy,  practical  orientation,  personal  problem  orientation,  anger  and  aggression,  order  and 
organization,  program  clarity,  and  staff  control . The  scale  was  used  to  assess  the  social  climate 
of  four  residential  alcoholism  treatment  programs,  using  ratings  from  389  patients.  The  programs 
differed  in  their  treatment  orientations  and  the  sociodemographic  characteristics  of  the  patients 
admitted.  Included  were  a hospital-based  program  with  milieu  and  group  treatment;  a Salvation 
Army  facility  with  milieu  therapy;  a private  hospital  offering  aversion  conditioning;  and  a private 
facility  offering  milieu,  group,  and  family  treatment.  The  profiles  resulting  from  COPES  distin- 
guished between  the  four  programs  in  ways  that  were  consistent  with  their  respective  treatment 
orientations.  The  type  of  patient  admitted  to  these  programs  did  not  systematically  affect  their 
treatment  environments.  Changes  occurring  within  an  alcoholism  program  resulted  in  correspond- 
ing changes  in  relevant  dimensions  of  the  treatment  environment.  COPES  can  be  used  to  monitor 
program  changes,  to  compare  patient  and  staff  perceptions,  and  to  compare  different  social 
environments.  These  profiles  may  help  alcoholics  clarify  their  expectations  and  choose  programs 
consistent  with  their  needs.  COPES  can  also  enhance  clinical  case  descriptions  by  considering 
patients'  functioning  in  relation  to  the  social  environment  of  the  program. 


'Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for  a 
further  discussion  of  the  Community-Oriented  Programs  Environment  Scale. 
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Bromet,  E.;  Moos,  R.;  Wuthmann,  C.;  and  Bliss,  F.  Treatment  experiences  of  alcoholic  patients 
An  analysis  of  five  residential  alcoholism  programs.  The  International  Journal  of  the  Addic- 


tions,  12(7) :953-958,  1977. 

SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

At  1 of  5 residential  treatment  programs  (hospital- 
based,  Salvation  Army,  aversion  conditioning, 
milieu-oriented,  halfway  house):  antianxiety  medi- 
cation; sedatives;  vitamins;  disulfiram;  individual 
or  group  psychotherapy;  Alcoholics  Anonymous; 
lectures  and  films;  exercise;  arts  and  crafts; 
occupational  therapy 

SAMPLE  TYPE: 

Alcoholics  in  treatment  programs 

SAMPLE  SIZE: 

505 

SEX/ACE: 

Not  specified 

ETHNICITY: 

Not  specified 

LOCALE: 

Not  specified 

METHODOLOGY: 

Correlational  study 

INSTRUMENTS  USED: 

Background  questionnaire 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

6 

A study  of  505  alcoholic  patients 

in  5 different  residential  alcoholism  programs  to  determine  the 

influence  of  patient  attributes  on  the  treatment  process  found  no  systematic  relationship  between 
patient  characteristics  and  the  kind  or  extent  of  treatment  patients  received  or  length  of  patient 
stay  in  treatment.  Two  facilities  used  ataractic  medication  in  addition  to  psychotherapy  and  edu- 
cational techniques,  while  two  other  programs  relied  almost  totally  on  psychotherapeutic  and  edu- 
cational interventions.  The  other  facility,  a 2-week  aversion-conditioning  program,  offered 
minimal  formal  therapy,  relying  almost  entirely  on  its  reinforcement  schedule.  Three  of  the  pro- 
grams were  composed  primarily  of  patients  who  were  low  in  occupational  status,  income,  and  edu- 
cation. These  patients  also  tended  to  be  unmarried  and  to  live  in  unstable  residences.  The 
other  two  programs  admitted  patients  who  were  more  often  from  middle  to  upper  middle  class 
backgrounds,  who  were  residentially  stable,  and  who  were  living  with  their  families.  Treatment 
did  not  vary  in  any  program  according  to  patients'  demographic  characteristics,  alcoholism  sever- 
ity, or  psychological  functioning.  Alcoholism  programs  need  to  develop  special  interventions  for 
patients  with  differing  levels  of  severity  and  psychological  functioning. 
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Caddy,  G.R.;  Addington,  H.J.;  and  Perkins,  D.  Individualized  behavior  therapy  for  alcoholics: 

A third  year  independent  double-blind  follow-up.  Behavior  Research  & Therapy,  16:345-362, 
1 978. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Individualized  behavior  therapy 

Alcoholics  who  were  subjects  in  a prior  experiment 
53 

Males;  age  not  specified 
Not  specified 
California 

Longitudinal  study;  multivariate  analysis 
Interviews;  followup  questionnaire 
Not  specified 
16 


Within  a framework  of  behavior  therapy,  controlled  drinking  must  be  considered  an  appropriate 
treatment  goal  for  some  alcoholics.  Data  came  from  a double-blind  study  that  provided  third-year 
followup  data  for  53  of  70  male  alcoholics  who  were  subjects  in  an  experiment  evaluating  Individu- 
alized Behavior  Therapy  (IBT).  The  subjects  were  initially  assigned  to  either  a controlled  drink- 
ing or  an  abstinence  treatment  goal  and  were  then  randomly  assigned  to  either  an  experimental 
group  receiving  IBT  or  a control  group  receiving  regular  State  hospital  treatment  oriented  toward 
abstinence.  Previously  reported  results  showed  that  IBT  subjects  functioned  significantly  better 
than  control  subjects  throughout  the  first  year  of  followup.  At  the  second  year  followup,  IBT 
subjects  with  a controlled  drinking  goal  functioned  better  than  controls,  but  those  with  an  absti- 
nence goal  did  not  show  significant  differences  from  their  controls.  The  independent  followup 
data  showed  that  during  the  third  year,  subjects  in  the  experimental  groups  generally  functioned 
better  than  the  controls.  The  controlled  drinking  group  functioned  significantly  better  on  a 
number  of  drinking  and  other  life  functioning  measures.  The  abstinence  group  differed  from 
its  control  group  on  one  drinking  measure,  abstention,  with  the  former  having  a higher  rate  of 
abstention.  Both  of  the  controlled  drinking  groups  reported  more  controlled  drinking  days  than 
the  abstinence  groups  throughout  the  third  year. 
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Carpenter,  R.A.;  Lyons,  C.A.;  and  Miller,  W.R.  Peer-managed  self-control  program  for  preven- 
tion of  alcohol  abuse  in  American  Indian  high  school  students:  A pilot  evaluation  study. 
International  Journal  of  the  Addictions,  in  press. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 


Peer-managed,  self-control  program; 
alcohol  education 

High  school  students  at  high  risk  for 
problem  drinking 

30 

Both  sexes;  age  range  14  to  20  (mean:  16.2) 
Native  American 


LOCALE: 


Utah 


METHODOLOGY:  Comparative  study;  longitudinal  study 

INSTRUMENTS  USED:  Self-monitoring  cards;  school  staff  reports; 

health  center  reports;  data  from  breath  tests; 
Drinking  and  Alcoholism  Scale;  Coopersmith 
Self-Esteem  Inventory 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  35 


Three  types  of  peer-managed  programs  designed  to  teach  responsible  drinking  among  American 
Indian  teenagers  produced  similar  and  significant  decreases  in  the  quantity  and  frequency  of 
drinking  and  in  the  peak  blood  alcohol  levels  of  the  subjects.  The  subjects  were  30  students  at 
a residential  high  school.  The  students  were  assigned  randomly  to  one  of  three  intervention 
groups,  each  of  which  was  assisted  by  two  peer  counselors  chosen  by  school  and  program  staff. 
The  groups  used  combinations  of  self-monitoring,  peer-assisted  self-control  training,  and  alcohol 
education.  The  improvements  found  in  all  three  groups  were  maintained  at  followups  of  4,  9, 
and  12  months  after  treatment.  Participants  were  paid  a small  amount  of  money  for  completing 
their  testing  packet  within  10  days.  Breath  tests  and  official  records  corroborated  self-report 
data.  The  minimal  and  full  program  interventions  had  comparable  effects.  Findings  indicated 
that  the  tertiary  prevention  model  of  controlled  drinking  may  have  promising  applications  as  a 
primary  and  secondary  prevention  approach  as  well.  The  majority  of  teenagers  are  already  drink- 
ing and  are  unlikely  to  respond  favorably  to  programs  emphasizing  a disease  model  or  advising 
permanent  abstinence.  The  approach  used  here  focuses  on  self-control  training,  which  appears 
to  be  effective  when  offered  in  educational,  self-help,  or  other  cost-effective  intervention  formats 
that  are  highly  amenable  to  prevention  applications. 
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Cooper,  A.M.;  Sobell,  M.B.;  Sobell,  L.C.;  and  Maisto,  S.A.  Validity  of  alcoholics'  self-reports: 
Duration  data.  The  International  Journal  of  the  Addictions,  1 6 ( 3 ) : 401 -406 , 1981. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol 

Not  applicable 

Alcoholics  (outpatients  and  residential  clients) 
48 

Outpatients'  mean  age:  43.7; 
residential  clients'  mean  age:  38.6 

Not  specified 

Not  specified 

Multivariate  analysis;  retrospective  study 

Self-reports;  official  records;  questionnaire; 
time-line  followback  interviewing  technique 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  4 


The  validity  of  alcohol  abusers'  self-reports  of  the  number  of  days  associated  with  alcohol-related 
incarcerations  and  hospitalizations  was  investigated  using  a time-line  followback  interviewing  tech- 
nique1 for  24  outpatient  alcoholics  and  24  alcoholics  in  a residential  treatment  program.  In  addi- 
tion to  demographic  characteristics  and  life  drinking  characteristics,  daily  drinking  disposition 
for  the  360-day  period  preceding  admission  to  treatment  was  coded  into  six  mutually  exclusive 
categories,  including  days  abstinent,  days  of  limited  ethanol  intake,  drunk  days,  days  incarcer- 
ated for  alcohol-related  arrests,  days  hospitalized  for  alcohol-related  reasons,  and  days  in  an 
alcohol-related  residential  treatment  program.  Signed  releases  were  used  to  verify  the  subject's 
self-reports  with  the  official  records  for  the  number  of  days  associated  with  each  incarceration. 
Generally,  correlation  coefficients  indicate  a high  degree  of  reliability  between  subjects'  self- 
reports  and  official  recorded  data.  Discrepancies  between  self-reports  and  official  data  most 
often  occurred  in  the  overreporting  of  days  incarcerated  by  the  self-reports;  the  discrepancies, 
however,  may  reflect  problems  with  the  official  data.  The  relatively  high  validity  of  these  self- 
reports  cannot  necessarily  be  carried  over  to  other  settings. 


1 Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for  a 
further  discussion  of  the  Time-Line  Followback  Assessment  Method. 
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Crawford,  J.J.,  and  Chalupsky,  A.B.  The  reported  evaluation  of  alcoholism  treatments,  1968- 
1971:  A methodological  review.  Addictive  Behaviors,  2:63-74,  1977. 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Alcoholism  treatment  programs  in  general 

SAMPLE  TYPE: 

Not  applicable 

SAMPLE  SIZE: 

Not  applicable 

SEX/AGE: 

Not  applicable 

ETHNICITY: 

Not  applicable 

LOCALE: 

Not  applicable 

METHODOLOGY: 

Literature  review 

INSTRUMENTS  USED: 

Not  applicable 

DATE(S)  CONDUCTED: 

Not  applicable 

NO.  OF  REFERENCES: 

1 2 

The  state  of  the  art  in  the  evaluation  of  alcoholism  treatment  programs  for  the  years  1968  to  1971 
was  surveyed  by  reviewing  journal  articles  reporting  treatment  evaluations.  A comprehensive 
computer-based  search  of  the  literature  yielded  40  such  studies.  All  the  treatments  studied 
included  some  form  of  psychological  intervention.  The  studies  were  analyzed  along  10  methodo- 
logical dimensions.  Most  evaluations  were  almost  exclusively  oriented  to  measuring  the  longer 
term  impact.  Specificity  of  treatment  description  ranged  from  one-word  naming  of  the  approach 
to  extremely  detailed  accounts.  Serious  inadequacies  in  evaluation  methodology  were  revealed  in 
a large  proportion  of  the  studies.  In  fact,  the  majority  of  the  studies  contained  a series  of  meth 
odological  inadequacies  ranging  from  pretreatment  measures  through  data  collection,  analysis, 
and  interpretation.  In  most  cases,  the  flaws  were  serious  enough  to  cast  doubt  on  the  integrity 
of  the  reported  results.  However,  comparisons  with  two  previous  comprehensive  reviews  of  pro- 
gram evaluations  indicate  modest  improvements  in  description  and  methodology.  These  include 
greater  use  of  control  groups  and  random  assignments  of  subjects,  the  use  of  multiple  criteria 
of  success,  and  more  adequate  descriptions  of  followup  techniques. 
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Cronkite,  R.C.,  and  Moos,  R.H.  Evaluating  alcoholism  treatment  programs:  An  integrated 
approach.  Journal  of  Counsulting  and  Clinical  Psychology,  46(5 ):  1 105-11  1 9 , 1978. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 


SAMPLE  TYPE: 

SAMPLE  SIZE: 
SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

At  1 of  5 residential  treatment  programs  (Salvation 
Army,  public  hospital,  halfway  house,  milieu- 
oriented,  aversion  conditioning):  antianxiety  medi- 
cations; sedatives;  vitamins;  disulfiram;  psycho- 
therapy sessions;  house  meetings;  Alcoholics 
Anonymous;  educational  lectures  and  films;  recre- 
ational activities;  other  informal  group  activities; 
vocational  rehabilitation  and  (at  Salvation  Army 
programs  only)  Sunday  worship  and  spot  jobs 

Alcoholics 

429 

Not  specified 
Not  specified 
Not  specified 
Correlational  study 

Background  Information  Form;  Treatment  Experi- 
ences Form;  Community-Oriented  Programs  Environ- 
ment Scale  (COPES);  Follow-Up  Information  Form 

Not  specified 

22 


An  examination  of  the  interrelationships  between  five  major  sets  of  variables  (social  background, 
intake  symptoms,  program  type,  treatment  experiences,  and  perceptions  of  the  environment)  that 
are  related  to  posttreatment  functioning  of  alcoholic  patients  found  that  patient-program  selection 
and  congruence  may  be  particularly  important  for  understanding  patterns  of  patient  improvement. 
In  an  integrated  approach,  the  authors  first  formulated  a model  specifying  causal  ordering  of 
the  variables.  They  then  constructed  block  variables,  used  path  analysis,  and  partitioned  the 
explained  variance.  The  sample  consisted  of  429  patients  selected  from  5 different  treatment 
programs.  The  programs  offered  milieu  therapy  and  vocational  rehabilitation,  recreational  activ- 
ities, aversion  conditioning,  medication-oriented  approaches,  and  individual,  group,  and  family 
therapy.  Posttreatment  functioning  was  judged  according  to  alcohol  consumption,  rating  of  drink- 
ing problem,  physical  impairment,  and  occupational  functioning.  Findings  showed  that  the  pro- 
gram is  the  most  important  determinant  of  a patient's  treatment  experiences  and  perceptions  of 
the  environment.  Patient-program  selection  and  congruence  is  probably  related  to  some  of  the 
differential  effects  of  these  programs.  The  importance  of  patient  background  relative  to  intake 
symptoms  varies  with  the  outcome  criterion  used.  Both  the  treatment  experiences  and  the 
patient's  perceptions  of  the  treatment  environment  are  strong  predictors  of  outcome.  Further 
research  into  environmental  resources  available  to  patients  in  community  settings  is  needed. 
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Davies,  D.L.  Normal  drinking  in  recovered  alcohol  addicts.  Quarterly  Journal  of  Studies  on 
Alcohol,  23:94-1  04,  1 962. 

SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 

Hospitalization;  disulfiram;  discussion;  vocational 
counseling 

SAMPLE  TYPE: 

Social  drinkers  who  had  been  alcohol  addicts 

SAMPLE  SIZE: 

7 

SEX/AGE: 

Males;  age  range:  26-47 

ETHNICITY: 

Not  specified 

LOCALE: 

London,  England 

METHODOLOGY: 

Case  study 

INSTRUMENTS  USED: 

Record  reviews;  personal  interviews 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

14 

Seven  of  93  alcohol  addicts  were  found  on  followup  to  have  been  drinking  socially  for  continuous 
periods  of  7 to  11  years  after  discharge  from  an  inpatient  alcoholic  treatment  program.  None 
had  been  drunk  in  that  time  and  all  were  socially  better  adjusted  than  they  had  been  for  a year 
before  admission.  During  hospital  stays  of  2 to  5 months,  treatment  included  disulfiram,  discus- 
sion, and  social  help.  Four  had  followed  advice  to  give  up  their  pretreatment  occupations,  which 
had  exposed  them  to  many  invitations  and  opportunities  to  drink.  If  the  causes  of  alcohol  addic- 
tion are  multiple,  there  could  be  some  cases  in  which  the  most  important  factors  are  of  an  occu- 
pational or  a social  kind  that  may  be  corrected  through  a general  approach  that  is  not  constrained 
by  the  preconceived  view  that  "once  an  alcoholic,  always  an  alcoholic."  However,  all  patients 
being  treated  for  alcohol  abuse  should  be  advised  to  aim  for  total  abstinence. 
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Diesenhaus,  H.  Current  trends  in  treatment  programing  for  problem  drinkers  and  alcoholics. 

In:  Prevention,  Intervention  and  Treatment:  Concerns  and  Models,  National  Institute  on 

Alcohol  Abuse  and  Alcoholism.  Alcohol  and  Health  Monograph  No.  3,  DHHS  Pub.  No.  (ADM) 
82-1  1 92.  Washington,  D.C.:  Supt.  of  Docs.,  U.S.  Govt.  Print.  Off.,  1982.  Pp.  219-290. 


SUBSTANCES  STUDIED:  Alcohol;  drugs;  lithium;  disulfiram 


TREATMENT  MODE: 


SAMPLE  TYPE: 


SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


Pharmacotherapy;  behavioral  therapy;  detoxifica- 
tion; family  therapy;  Alcoholics  Anonymous; 
halfway  houses;  nontraditional  group  therapy; 
acupuncture;  marijuana;  nutritional  counseling; 
logotherapy;  inpatient  programs;  outpatient 
programs 

Problem  drinkers  and  alcoholics;  problem- 
drinking driver;  incarcerated  alcoholic; 
physically  impaired  alcoholic;  employed  alcoholic; 
alcoholic  migrant  worker;  drug  abusers;  multiple 
substance  abusers 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Literature  review 


INSTRUMENTS  USED:  Not  applicable 

DATE(S)  CONDUCTED:  Not  applicable 

NO.  OF  REFERENCES:  261 


Although  alcoholism  treatment  services  are  growing  in  availability  and  accessibility  and  efforts 
are  focusing  on  increasing  and  refining  the  options  available,  there  is  a lack  of  resources  and 
inequities  that  still  exist  in  the  distribution  of  services.  The  majority  of  alcoholics  identified  in 
community  surveys  do  not  receive  formal  treatment.  Barriers  to  appropriate  treatment  come  from 
a lack  of  first-  and  third-party  reimbursement  availability.  Alcoholics  Anonymous  remains  a major 
resource.  The  number  of  freestanding  detoxification  and  rehabilitation  facilities  has  also  increased. 
There  have  been  questions  raised  about  the  value  of  alcoholism  treatment,  which  have  come  from 
inappropriate  generalizations  of  some  studies.  Controversy  exists  about  the  value  of  continuing 
to  invest  in  primary  treatment  of  alcoholism  in  general  and  in  psychiatric  hospital  inpatient  units. 

In  addition,  the  concept  of  differential  treatment  for  different  varieties  of  alcoholics  has  been 
accepted  at  a conceptual  level  more  than  it  has  been  in  practice.  Other  trends  are  the  continuing 
controversy  between  the  medical  and  social  models  of  detoxification,  the  lack  of  a systematic 
method  for  determining  which  setting  is  appropriate  for  detoxification  for  specific  persons,  and 
a shift  in  the  controversy  over  abstinence  versus  return  to  nonproblem  drinking  to  a focus  on 
the  characteristics  of  persons  for  whom  the  goal  is  appropriate.  Abstinence  is  generally  the 
goal  of  choice,  given  current  knowledge.  While  combined  treatment  of  alcoholics  and  drug  abus- 
ers is  increasing,  the  relative  effectiveness  of  separate  and  combined  treatment  is  unknown. 

Other  efforts  are  focusing  on  the  conditions  for  using  behavioral  treatment,  family  therapy,  and 
the  use  of  culturally  sensitive  programs  for  special  populations. 
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Donovan,  D.M.,  and  O'Leary,  M.R.  Control  orientation,  drinking  behavior,  and  alcoholism. 
In:  Research  with  the  Locus  of  Control  Construct.  Vol.  2.  Developments  and  Social  Prob- 
lemsl  New  York:  Academic  Press,  1983.  Pp.  1 07-1  53 . 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Not  applicable 

Alcoholics;  problem  drinkers;  nonalcoholics 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Literature  review 

Examines  drinking-related  locus  of  control 
scales;  Rotter's  Internal-External  Locus  of 
Control  Scale;  Beck  Depression  Inventory; 
Locus  of  Drinking  Problems  Scale 

Not  applicable 

125 


The  author  views  control  orientation  as  a construct  with  four  components.  The  first  is  locus  of 
control.  The  concept  of  locus  of  control  refers  to  the  degree  to  which  an  individual  perceives 
rewards  or  reinforcement  as  resulting  from  his  or  her  own  behavior.  The  second  component  is 
the  degree  of  control  the  individual  perceives  as  experienced.  Third  is  self-efficacy  expectancies; 
fourth  is  perceived,  subjective  helplessness. 

While  early  research  focused  on  the  differential  control  orientation  of  alcoholics  and  nonalcoholics, 
future  research  should  improve  inadequate  methodology  and  look  at  the  derivation  of  subtypes 
in  an  alcoholic  population  based  on  differing  levels  of  control  orientation  components.  Among 
nonalcoholics,  higher  levels  of  drinking,  particularly  drinking  to  minimize  negative  mood  states, 
appear  to  be  associated  with  an  external  locus  of  control  such  as  the  presence  of  alcohol  or  activ- 
ities associated  with  alcohol  consumption.  It  has  also  been  found  that  alcoholics  either  have  a 
more  external  locus  of  control  than  nonalcoholics  or  do  not  differ  from  them.  Regardless  of  the 
locus  of  control,  alcoholics  appear  to  experience  less  control  over  both  interpersonal  and  intra- 
personal sources  of  stress  than  do  nonalcoholics.  Among  alcoholics,  an  external  locus  of  control 
and  lack  of  experienced  control  are  associated  with  higher  levels  of  psychopathology,  particularly 
depression.  Both  extreme  internal  and  external  control  orientations  are  associated  with  differen- 
tial patterns  of  defenses  that  may  serve  to  minimize  the  anxiety  related  to  discrepancies  between 
behavioral  realities  and  beliefs.  While  alcoholics  appear  to  assume  a more  internal  locus  of  control 
and  gain  a greater  level  of  experienced  control  over  the  course  of  treatment,  the  increased 
internality  may  increase  the  problem  of  subsequent  relapse.  Finally,  measures  specific  to 
drinking-related  control  orientation  have  been  found  to  be  more  predictive  of  drinking  behaviors 
among  alcoholics  than  are  measures  of  generalized  locus  of  control.  Further  investigation  > 
needed  to  clarify  the  relationship  between  marked  internality  and  the  return  to  drinking.  Su 
gestions  for  future  research  are  given. 
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Edwards,  G.;  Duckitt,  A.;  Oppenheimer,  E.;  Sheehan,  M.;  and  Taylor,  C.  What  happens  to 
alcoholics?  The  Lancet,  2 (8344 ) : 269-270 , 1983. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol 

Hospitalization 

Alcoholics 

99 

Males;  mean  age  at  intake:  40.9  years 
Not  specified 
London,  England 
Longitudinal  study 

Interviews;  self-report  questionnaires;  Severity 
of  Alcohol  Dependence  Questionnaire;  death 
certificates;  medical  records 


DATE(S)  CONDUCTED:  1968-80 

NO.  OF  REFERENCES:  8 


The  small  proportion  of  alcoholics  who  can  return  to  a pattern  of  stable  social  drinking  appears 
to  be  those  who  have  never  become  severely  dependent.  In  addition,  different  individuals  have 
different  and  complex  pathways  to  recovery  from  alcoholism.  A common  path  may  be  certain  psy- 
chological shifts.  Study  data  came  from  99  married  men  who  were  diagnosed  as  alcoholic  when 
they  entered  the  Maudsley  Hospital  in  London  between  March  1 968  and  November  1 970.  The 
patients  were  followed  for  10  to  12  years  after  initial  treatment.  Sixty-eight  of  the  patients  com- 
pleted personal  interviews.  A total  of  40  percent  of  these  patients  were  doing  well  at  a 10-year 
followup,  while  47  percent  continued  to  drink  in  alcoholic  fashion  and  with  adverse  consequences. 
The  27  subjects  with  good  outcomes  included  19  who  had  been  completely  abstinent  for  at  least 
a year  and  8 who  engaged  in  social  drinking.  Those  who  were  drinking  in  an  uncontrolled  way 
were  continuing  to  have  serious  problems  with  drinking.  Of  the  68  men,  15  percent  had  peptic 
ulcers  and  7 percent  major  brain  damage.  Other  reported  problems  included  signs  of  depression 
(34  percent),  suicide  attempts  (38  percent),  drug  misuse  (44  percent),  marriage  breakdowns 
(43  percent),  problems  with  the  law  (52  percent  convicted  of  public  drunkenness  or  drunk  driv- 
ing), and  hospital  admissions  for  alcoholism  treatment  (59  percent).  Three-quarters  of  the  men 
had  been  working  for  39  weeks  or  longer  in  the  previous  12  months.  Most  also  had  little  or  no 
contact  with  Alcoholics  Anonymous  but  a significant  minority  found  it  helpful.  Psychiatric  help 
was  also  seen  as  helpful.  Eighteen  subjects  from  the  original  99  had  died,  for  a mortality  rate 
more  than  2.5  times  that  of  the  general  population.  More  effective  prevention  and  treatment 
policies  are  needed. 
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Emrick,  C.D.  Perspectives  in  clinical  research:  Relative  effectiveness  of  alcohol  abuse  treatment 


Family  & Community  Health, 

2:71-88,  1979. 

SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Nonbehavioral  treatment;  psychotherapy; 
drug  therapy;  behavioral  therapy 

SAMPLE  TYPE: 

Alcoholics 

SAMPLE  SIZE: 

Not  applicable 

SEX/AGE: 

Not  applicable 

ETHNICITY: 

Not  applicable 

LOCALE: 

Not  applicable 

METHODOLOGY: 

Literature  review 

INSTRUMENTS  USED: 

Not  applicable 

DATE(S)  CONDUCTED: 

Not  applicable 

NO.  OF  REFERENCES: 

143 

A review  of  the  randomized  controlled  trials  reported  in  the  English  treatment  evaluation  litera- 
ture from  1 952  to  1978  revealed  that  some  behavioral  approaches  have  been  found  to  be  relatively 
effective  in  reducing  problem  drinking,  although  both  behavioral  and  nonbehavioral  approaches 
may  harm  some  patients  and  help  others.  In  addition,  the  effectiveness  of  nonbehavioral  treat- 
ments is  not  increased  by  giving  more  than  very  brief  therapy  when  such  treatment  is  applied 
to  heterogeneous  groups  of  alcohol  abusers.  Only  two  drug  treatments  were  shown  to  have  long- 
term effectiveness  relative  to  comparison  interventions:  lithium,  which  was  compared  to  placebo 

in  depressed  alcoholics,  and  disulfiram  implant  versus  sham  implant.  The  addition  of  nonbehav- 
ioral and  nondrug  interventions  to  ongoing  inpatient  programs  appears  to  be  of  little  value,  at 

least  with  heterogeneous  groups  of  patients.  Further  research  should  focus  on  the  refinement 

of  the  behavioral  methods  that  have  been  found  to  be  effective  in  reducing  drinking  problems 
and  the  further  identification  of  optimal  patient-treatment  interactions.  Such  findings  would 
permit  the  delivery  of  individualized  treatment  that  would  be  potentially  more  effective.  For  some 

types  of  alcohol  abusers,  more  than  minimal  treatment  appears  to  be  helpful,  although  it  may  be 

harmful  to  other  types. 
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Filstead,  W.J.;  Drachman,  D.A.;  Rossi,  J.J.;  and  Getsinger,  S.H.  The  relationship  of  MMPI 
subtype  membership  to  demographic  variables  and  treatment  outcome  among  substance  mis- 
users. Journal  of  Studies  on  Alcohol,  44(5) : 91  7-922  , 1983. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY  : 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  drugs 
Hospitalization 

Alcoholics  and  drug  misusers 
205 

Both  sexes;  mean  age:  44 

Primarily  white 

Illinois 

Secondary  analysis 

Minnesota  Multiphasic  Personality  Inventory 
1976;  1978 
15 


In  an  inpatient  population  of  alcoholics  and  drug  misusers,  membership  in  a personality  subtype 
on  the  Minnesota  Multiphasic  Personality  Inventory  was  modestly  associated  with  baseline  socio- 
demographic variables  but  not  with  initial  substance  misuse  or  treatment  outcome.  The  subjects 
were  216  patients  from  the  Lutheran  Center  for  Substance  Abuse  in  Park  Ridge,  Illinois.  Data 
from  two  previous  followup  studies  were  reanalyzed;  the  followup  period  was  1 year  after  treat- 
ment in  either  1 975  or  1977.  Gender  and  age  were  significantly  related  to  MMPI  subtype  member- 
ship, while  marital  status  and  education  approached  significance.  However,  no  such  relationships 
were  discovered  between  the  variables  of  baseline  substance  misuse  and  cluster  membership.  In 
addition,  alcohol  use  following  discharge  was  not  associated  with  MMPI  subtype  membership. 
Future  work  should  expand  the  range  of  variables  on  both  demographics  and  substance  misuse 
to  examine  their  relationship  with  MMPI  subtype  membership.  Multiple  measures  of  outcome  and 
of  the  impact  of  the  treatment  process  itself  are  needed. 
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Finney,  J.W.;  Moos,  R.H.;  and  Chan,  D.A.  Length  of  stay  and  program  component  effects  in 
the  treatment  of  alcoholism:  A comparison  of  two  techniques  for  process  analyses.  Journal 
of  Consulting  and  Clinical  Psychology,  49 ( 1 ) : 1 20—1  31  , 1981. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Alcoholics  Anonymous;  individual  therapy;  group 

therapy;  family  therapy;  films  and  lectures 

SAMPLE  TYPE:  Inpatients  in  three  different  types  of 

residential  facilities 


SAMPLE  SIZE:  248 


SEX/AGE: 

ETHNICITY: 

LOCALE: 


Both  sexes,  age  not  specified 
Not  specified 
Not  specified 


METHODOLOGY:  Comparative  study 

INSTRUMENTS  USED:  Background  Information  Form;  Treatment 

Experiences  Form;  Followup  Information  Form 

DATE ( S ) CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  43 


The  effects  of  length  of  treatment  and  specific  treatment  components  were  examined  for  three 
residential  alcoholism  programs.  The  three  treatment  components  were  therapy  sessions.  Alco- 
holics Anonymous  meetings,  and  films  and  lectures  on  alcoholism.  The  subjects  were  248  indi- 
viduals who  were  followed  up  after  treatment  in  a county-funded  halfway  house,  or  a private 
facility  with  a milieu-oriented  program,  or  a Salvation  Army  center.  Two  statistical  techniques, 
partial  correlation  and  treatment-effect  correlation,  were  compared  for  accuracy  and  similarity. 

At  admission,  patients  completed  a Background  Information  Form.  At  discharge,  a staff  member 
completed  a Treatment  Experiences  Form;  at  followup,  patients  completed  a form  similar  to  the 
Background  Information  Form.  Scattered  evidence  across  the  three  programs  suggested  positive 
effects  for  the  program  components  studied,  but  the  findings  about  the  correlation  between  the 
length  of  stay  and  outcome  were  less  clear.  Longer  stays  were  associated  with  better  posttreat- 
ment functioning  within  the  halfway  house  program,  but  with  one  exception,  no  relationships 
were  obtained  between  length  of  stay  and  outcome  within  the  other  two  programs.  Factors  that 
could  attenuate  the  apparent  lack  of  relationship  between  length  of  stay  and  treatment  outcome 
are  discussed. 

No  evidence  was  found  of  generality  in  the  effects  of  the  three  treatment  components  across  pro- 
grams. The  treatment  components  and  the  length  of  stay  together  accounted  for  a reasonable 
proportion  of  the  variation  in  treatment  outcome  in  comparison  with  that  accounted  for  by  the 
patients'  personal  characteristics.  However,  these  factors  together  explained  only  about  21  per- 
cent of  the  outcome  variations  overall,  and  28  percent  of  the  halfway  house  sample. 

The  available  information  did  not  permit  conclusions  about  the  relative  merits  of  partial  correlation 
and  treatment-effect  correlation.  In  some  instances,  the  results  from  the  two  techniques  con- 
verged, but  in  others  they  did  not,  and  there  is  no  rationale  for  choosing  between  the  differ- 
ing results. 
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Fuller,  R.K.,  and  Roth,  H.P.  Disulfiram  for  the  treatment  of  alcoholism:  An  evaluation  in  128 
men.  Annals  of  Internal  Medicine,  90:901-904,  1979. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Disulfiram;  medical  care;  counseling 
Alcoholics  (veterans) 

128 

Males;  mean  age:  42.6 

White;  black 

Cleveland,  Ohio 

Comparative  study 

Examinations;  interviews;  laboratory 
reports/physical  examinations 

January  1971-June  1974 

15 


Disulfiram  may  be  of  limited  value  in  the  treatment  of  alcoholism,  and  the  fear  of  the  disulfiram- 
ethanol  reaction  is  as  important  in  preventing  drinking  as  the  drug's  pharmacologic  action.  In 
addition,  willingness  to  take  disulfiram  is  not  sufficient  by  itself  to  achieve  abstinence;  receiving 
the  drug  is  probably  necessary.  Study  data  came  from  128  alcoholic  men  who  were  randomly 
assigned  to  receive  either  a regular  dose  of  disulfiram  (250  mg),  a pharmacologically  inactive 
dose  (1  mg),  or  no  disulfiram.  The  primary  physician  obtained  a drinking,  work,  and  social 
history  at  each  office  visit,  which  took  place  once  a week  for  the  first  month,  once  every  2 weeks 
for  the  next  4 months,  and  once  a month  for  7 months.  The  primary  physician  also  gave  sup- 
portive care  and  counseling.  A second  physician  saw  every  patient  bimonthly;  conducted  a phys- 
ical examination;  and  obtained  a drinking,  work,  and  social  history.  The  second  physician  also 
interviewed  a relative  to  obtain  a drinking  and  social  history.  No  statistically  significant  differ- 
ences were  found  between  the  three  treatment  groups  in  total  abstinence,  percentage  of  drinking 
days,  days  worked,  family  stability,  or  percentage  of  scheduled  appointments  kept.  However, 

21  percent  of  those  who  received  the  regular  dose  of  disulfiram  and  25  percent  of  those  who 
received  the  pharmacologically  inactive  dose  remained  abstinent,  whereas  only  12  percent  of  those 
who  received  no  disulfiram  did  so.  Abstinence  correlated  significantly  with  compliance  with  treat- 
ment and  with  obtaining  employment. 
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Fuller,  R.K.,  and  Williford,  W.O.  Life-table  analysis  of  abstinence  in  a study  evaluating  the 
efficacy  of  disulfiram.  Alcoholism:  Clinical  and  Experimental  Research,  4(3) : 298—30 1 , 1980. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol 

Disulfiram;  medical  care;  counseling 
Alcoholics 
1 28 

Males;  mean  age:  42.6 

White;  black 

Cleveland,  Ohio 

Longitudinal  study 

Interviews;  physical  examinations; 
laboratory  reports/examinations;  life 
table  tests 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  10 


Disulfiram,  combined  with  medical  care  and  counseling,  was  superior  to  medical  care  and  counsel- 
ing alone  in  128  alcoholic  men  followed  for  1 year.  The  subjects  were  randomly  assigned  to  one 
of  three  treatment  groups.  The  first  group  was  given  500  mg  of  disulfiram  to  take  daily  for  1 
week  and  250  mg  daily  thereafter.  The  second  group  was  given  1 mg  of  disulfiram  to  take  daily, 
and  the  third  group  did  not  receive  disulfiram.  All  subjects  received  medical  care  and  specific 
counseling  about  alcoholism  from  a provider  who  did  not  know  to  which  treatment  groups  the 
subjects  had  been  assigned.  The  subjects  were  asked  to  return  once  a week  for  1 month, 
biweekly  for  4 additional  months,  and  monthly  for  the  remainder  of  1 year.  The  patients  receiv- 
ing disulfiram  were  not  told  what  dose  they  were  receiving.  At  each  visit,  the  therapist  obtained 
a drinking,  work,  and  social  history  from  the  subjects.  An  independent  assessor  did  a physical 
examination  and  interviewed  the  subjects  every  2 months.  Data  were  analyzed  using  life-table 
methods.  Findings  showed  the  usefulness  of  life-table  methods  for  analyzing  treatment  outcome 
data  in  alcoholism  studies  because  they  permitted  an  analysis  of  the  response  to  treatment  over 
time.  Previous  analysis  using  standard  statistical  techniques  had  not  been  statistically  significant. 
The  life-table  method  is  the  superior  technique  for  longitudinal  studies.  Disulfiram  is  important 
in  alcoholism  treatment  of  patients  similar  to  those  in  the  study. 
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Foy , D.W.;  Nunn,  L.B.;  and  Rychtarik,  R.G.  Broad-spectrum  behavioral  treatment  for  chronic 
alcoholics:  Effects  of  training  controlled  drinking  skills.  Journal  of  Consulting  and  Clinical 
Psychology,  52  (2 ):  21 8-230 , 1984. 


SUBSTANCES  STUDIED:  Alcohol;  disulfiram 

TREATMENT  MODE:  Hospitalization;  alcohol  education;  behavioral 

group  therapy;  individual  therapy;  social 
skills/self-management  training;  vocational 
assistance;  drinking  management  training; 
relaxation  training 


SAMPLE  TYPE: 
SAMPLE  SIZE: 
SEX/AGE: 


Chronic  alcoholics  (veterans) 

62  (32  untrained  and  30  trained) 
Males;  mean  age  46 


ETHNICITY:  White;  black 

LOCALE:  Jackson,  Mississippi 


METHODOLOGY: 


Comparative  study 


INSTRUMENTS  USED:  Laboratory  reports/examinations;  telephone  inter- 

views; program  records;  highway  patrol  records 


DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  28 


Veterans  who  are  chronic  alcoholics  may  be  at  greater  risk  for  abusive  drinking  shortly  after 
treatment  when  trained  in  controlled  drinking.  This  conclusion  contrasts  with  those  of  earlier 
studies,  but  comparisons  of  results  are  not  possible  due  to  substantial  differences  in  subjects, 
treatment  settings,  treatment  staff,  and  methodology.  The  subjects  for  the  present  study  were 
62  male  veterans  who  were  chronic  alcoholics  and  represented  all  inpatients  completing  treatment 
over  a 10-month  period  in  the  Alcohol  Dependence  Treatment  Program  and  the  VA  Medical  Center, 
Jackson,  Mississippi.  A randomized  block  experimental  design  was  used  to  assign  10  successive 
cohorts  to  trained  or  untrained  conditions.  All  subjects  received  broad-spectrum  behavioral  treat- 
ment consisting  of  alcohol  education,  group  therapy,  individual  therapy,  self-management  train- 
ing, job-seeking  and  interpersonal  skills  training,  drink-refusal-skills  training,  and  relaxation 
training.  Cohorts  assigned  to  the  controlled  drinking  skills  condition  received  15  hours  of  blood- 
alcohol-level  discrimination  training,  training  in  responsible  drinking  skills,  and  sessions  of  social 
drinking  practice.  Followup  6 months  after  treatment  revealed  that  subjects  in  the  drinking  skills 
condition  had  significantly  fewer  abstinent  days  and  more  abusive  drinking  days  than  subjects 
in  the  untrained  condition.  Differences  between  groups  were  not  significant  in  followup  months 
7 through  12,  although  trends  continued.  The  groups  were  similar  regarding  moderate  drinking 
days  and  measures  of  psychosocial  adjustment. 
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Gibbs,  L.,  and  Flanagan,  J.  Prognostic  indicators  of  alcoholism  treatment  outcome.  The  Inter- 
national  Journal  of  the  Addictions,  1 2 ( 8 ) : 1 097-1  1 41  , 1977. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Disulfiram;  drug  therapy;  group  therapy; 
Alcoholics  Anonymous;  psychotherapy  and  indi- 
vidual counseling;  hypnotherapy;  conditioned 
reflex;  halfway  house;  inpatient;  outpatient 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  specified 

Literature  review 

Not  applicable 

Not  applicable 

62 


Authors  who  have  studied  personal  factors  that  predict  outcomes  for  alcoholism  treatment  disagree 
about  the  personal  characteristics  of  alcoholics  associated  with  improvement  in  treatment.  Forty- 
five  studies  that  all  met  certain  standards  were  reviewed.  The  studies  involved  55  different 
treatment  groups  and  investigated  208  different  indicators  for  their  predictive  efficiency.  The 
factors  included  indicators  of  physical  health,  mental  health,  social  stability,  motivation,  and 
drinking  history,  as  well  as  a large  number  of  miscellaneous  indicators.  No  predictive  indicators 
that  had  been  investigated  in  at  least  five  treatment  groups  were  found  to  have  predictive  value 
in  all  the  treatment  groups.  Eleven  indicators  investigated  in  six  or  more  studies  were  found 
to  predict  success  in  at  least  half  of  them:  diagnosis  of  psychoneurosis,  higher  arithmetic  scale 

score  (Wechsler),  steady  work  history  prior  to  admission,  married  or  cohabiting,  higher  status 
occupation,  fewer  arrests,  married  and  marriage  stable,  employed  at  time  of  admission,  type  of 
occupation  irrespective  of  status,  history  of  Alcoholics  Anonymous  contact  prior  to  treatment, 
and  higher  social  class.  Sampling  error,  variance  in  definitions,  differing  treatments,  and  incon- 
sistency in  outcome  criteria  may  have  caused  the  inconsistencies.  The  personal  characteristics 
of  alcoholics  receiving  each  treatment  may  interact  with  the  type  of  treatment,  thus  making  group 
results  mask  important  treatment  effects  and  hindering  predictions.  Developing  a reliable  typol- 
ogy of  alcoholics  might  permit  matching  patients  with  treatments. 
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Alcoholism:  Clinical 


Cordis,  L.  An  epidemiologist  views  the  evaluation  of  alcoholism  treatment. 
and  Experimental  Research,  5(4) :483-488,  1981. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Not  applicable 

Alcoholics 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review 

Not  applicable 

Not  applicable 

3 


Evaluations  of  treatments  for  alcoholism  are  often  hampered  by  problems  of  definition,  problems 
of  measurement,  and  problems  of  study  design.  As  a result,  it  is  hard  to  set  up  an  evaluation 
study  that  shows  a relationship  between  the  treatment  and  outcomes  if  it  exists.  Major  defini- 
tional problems  include  the  degree  of  standardization  of  treatment  in  alcoholism  programs  and 
the  need  for  a clear  articulation  of  the  goals  of  the  treatment  program.  The  goals  must  be  quan- 
tifiable, measurable  with  relative  ease,  plausible,  and  meaningful.  The  basic  measurement  prob- 
lem is  the  need  for  some  type  of  biological  or  biochemical  marker  of  alcohol  consumption.  A 
cumulative  marker  would  be  preferable.  Self-reports  of  alcohol  consumption  are  particularly  ques- 
tionable. The  major  problems  in  study  design  are  selection  bias  due  to  self-selection  or  some 
other  biased  method  for  choosing  the  original  population,  inadequate  sample  size,  inadequate 
length  of  followup,  attrition  or  nonresponse,  and  inappropriateness  of  the  comparison  group.  A 
randomized  trial  is  the  only  way  to  eliminate  the  possibility  that  selection  bias  is  producing  an 
indirect  association  between  the  treatment  and  the  outcome  rather  than  a direct  association.  A 
case-control  design  may  be  applicable  to  alcoholism  treatment  because  it  permits  the  study  of  a 
relatively  small  sample  of  successful  and  unsuccessful  patients  and  the  examination  of  a large 
number  of  variables  that  may  relate  to  the  probability  of  success.  Outside  investigators,  particu- 
larly epidemiologists  and  biostatisticians,  should  become  more  interested  in  the  evaluation  of  alco- 
holism treatment.  In  addition,  the  American  Medical  Society  on  Alcoholism  and  the  Research 
Society  on  Alcoholism  should  standarize  terminology  and  study  designs. 
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Gottheil,  E.;  Thornton,  C.C.;  Skoloda,  T.E.;  and  Alterman,  A.I.  Follow-up  of  abstinent  and 
nonabstinent  alcoholics.  American  Journal  of  Psychiatry,  1 39(5 ): 560-565 , 1982. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol 

Mixed 

Alcoholics 

797  (from  3 studies) 

Not  specified 
Not  specified 
Cross-sectional 
Longitudinal  study 

Psychological  adjustment  scale;  social 
performance  measures 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  8 


Three  followup  studies  of  alcoholic  patients  show  more  similarities  than  differences  in  outcome 
and  relapse  and  support  the  inclusion  of  moderate  drinking  in  the  definition  of  remission.  The 
studies  were  a 1976  Rand  Corporation  study  of  220  alcoholics  at  18-month  followup,  the  study 
by  Paredes  and  associates  of  279  patients  admitted  to  26  alcohol  treatment  programs  in  Oklahoma 
and  on  whom  followup  data  at  6 and  18  months  were  available,  and  the  study  by  Gottheil  and 
associates  of  male  alcoholics  who  had  entered  the  Fixed  Interval  Drinking  Decisions  Program  at 
Coatesville  Veterans  Administration  (VA)  Medical  Center  (Pennsylvania).  The  study  involved 
298,  205  , and  156  subjects  at  6,  12,  and  29  months,  respectively.  Despite  the  differences  in 
the  study  samples  and  designs,  the  similarities  were  more  pronounced  than  the  differences.  In 
the  VA  study,  drinking  status  and  psychosocial  adjustment  were  significantly  correlated,  the 
percentage  of  patients  drinking  moderately  varied  from  33  percent  to  97  percent  and  did  not  drop 
over  time,  and  the  percentage  of  patients  in  remission  remained  constant  at  55  percent  over  the 
2-year  period.  Little  evidence  existed  to  suggest  that  individuals  move  progressively  from  absti- 
nence through  intermediate  categories  of  drinking  to  heavy  and  uncontrolled  drinking.  Findings 
challenge  the  hypothesis  that  alcoholism  is  necessarily  a chronic  and  progressively  deteriorating 
disease. 
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Hesselbrock,  M.;  Babor,  T.F.;  Hesselbrock,  V.;  Meyer,  R.E.;  and  Workman,  K.  "Never  believe 
an  alcoholic"?  On  the  validity  of  self-report  measures  of  alcohol  dependence  and  related  con- 
structs. The  International  Journal  of  the  Addictions,  1 8 ( 5) : 593-609  , 1983. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 


Alcohol 

Hospitalization 
Hospitalized  alcoholics 
114 


SEX/AGE: 

ETHNICITY: 

LOCALE: 


67  males  (mean  age:  39);  47  females  (mean  age:  37) 
White  (over  90  percent  of  sample) 

Farmington,  Connecticut 


METHODOLOGY:  Multivariate  analysis;  retrospective  study 

INSTRUMENTS  USED:  Last  30  Days  of  Drinking  Questionnaire;  Last 

Six  Months  of  Drinking  Questionnaire;  Michigan 
Alcoholism  Screening  Test;  MacAndrew  Scale; 
informant's  questionnaire;  followup  interview 

DATE(S)  CONDUCTED:  1978,  1979 


NO.  OF  REFERENCES:  25 


The  belief  that  alcoholics  do  not  give  accurate  self-reports  of  their  drinking  behavior  does  not 
necessarily  apply  to  all  alcoholics  under  all  circumstances.  Study  data  came  from  114  randomly 
selected  patient  volunteers  undergoing  treatment  for  alcoholism  at  the  University  of  Connecticut 
Health  Center  (Farmington,  Connecticut)  between  1978  and  1 979  . Two  self-report  instruments 
were  used:  the  Last  Six  Months  of  Drinking  Questionnaire  and  the  Last  30  Days  of  Drinking 

Questionnaire.  Factor  analysis  produced  composite  measures  of  alcohol  dependence,  withdrawal 
symptomatology,  pathological  intoxication,  and  alcoholic  psychosis.  Validation  was  conducted  by 
comparing  these  measures  with  independent  and  external  criteria.  These  included  drinking  esti- 
mates made  by  33  informants  (spouses,  parents,  or  siblings)  designated  by  the  patients,  meas- 
ures of  general  alcohol  involvement,  and  drinking  behavior  6 months  after  treatment.  Findings 
supported  all  four  types  of  validity:  concurrent,  discriminant,  construct,  and  predictive. 

Results  contradicted  the  common  assumption  that  alcoholics'  self-reports  are  not  accurate.  The 
accuracy  of  the  self-reports  may  have  resulted  from  the  circumstances  surrounding  the  informa- 
tion gathering  because  all  of  the  subjects  had  consented  to  hospital  treatment  for  alcoholism, 
and  denial  or  minimizing  of  recent  symptoms  would  be  neither  functional  nor  credible.  Neverthe- 
less, valid  data  can  be  readily  obtained  from  clinical  samples  for  research  purposes. 
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Hill,  M.J.,  and  Blane,  H.T.  Evaluation  of  psychotherapy  with  alcoholics:  A critical  review. 

Quarterly  Journal  of  Studies  on  Alcohol,  28:76-103,  1967. 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Psychotherapy 

SAMPLE  TYPE: 

Not  applicable 

SAMPLE  SIZE: 

Not  applicable 

SEX/AGE: 

Not  applicable 

ETHNICITY: 

Not  applicable 

LOCALE: 

Not  applicable 

METHODOLOGY: 

Literature  review 

INSTRUMENTS  USED: 

Not  applicable 

DATE(S)  CONDUCTED: 

Not  applicable 

NO.  OF  REFERENCES: 

63 

Very  few  of  49  studies  assessing  the  impact  of  psychotherapy  on  alcoholics  were  adequate  in 
either  their  designs  or  their  methods  of  reporting  results.  Most  of  the  studies  reviewed  were 
descriptive  rather  than  experimental.  Few  of  the  studies  used  adequate  controls,  procedures 
for  selecting  the  sample,  criterion  variables,  reliable  measurement  instruments,  and  comparisons 
of  status  before  and  after  treatment.  The  collection  of  pretreatment  data  occurred  after  treat- 
ment and  used  data  sources  not  designed  for  research  purposes.  While  the  collection  of  post- 
treatment data  was  often  more  systematic,  it  often  produced  bias  because  of  poor  followup 
practices,  lack  of  reporting  or  control  of  the  temporal  relationships  between  admission,  length 
of  therapy,  and  time  elapsed  since  treatment.  In  addition,  except  for  descriptions  of  the  settings 
in  which  the  studies  occurred,  the  reporting  was  inadequate.  The  studies  often  did  not  give  a 
clear  description  of  the  treatment,  the  population  and  sample  characteristics,  the  definition  and 
measurement  of  the  behavior  chosen  as  an  evaluation  criterion,  and  the  results.  Evaluative 
research  should  be  designed  and  supervised  by  someone  trained  mainly  in  research.  A descrip- 
tion of  the  characteristics  of  adequate  evaluative  research  is  included. 
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Hull,  J.C.;  Young,  R.D.;  and  Jouriles,  E.  Applications  of  the  self-awareness  model  of  alcohol 
consumption:  Predicting  patterns  of  use  and  abuse.  Journal  of  Personality  and  Social  Psy- 
chology, in  press. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Hospital  alcohol  treatment  unit;  detoxification 


SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


Alcoholic  veterans  in  treatment; 
general  high  school  population 


Experiment  no.  1:  35; 
experiment  no.  2:  819 


Experiment  no.  1:  adult  males; 

experiment  no.  2:  adolescent  males  and  females 


Not  specified 

Experiment  no.  1:  Indiana; 
experiment  no.  2:  Midwest  United  States 


Longitudinal  study 


INSTRUMENTS  USED:  Interviews;  Fenigstein,  Scheier,  and  Buss 

Self-Consciousness  Inventory;  Sarason, 
Johnson,  and  Siegal  Life  Events  Survey; 
questionnaire 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  30 


Two  experiments  testing  the  applicability  of  a proposed  self-awareness  model  of  alcohol  consump- 
tion found  that  life  events  indicative  of  success  and  failure  are  more  strongly  related  to  alcohol 
consumption  among  highly  self-conscious  individuals.  Experiment  no.  1,  a longitudinal  study  of 
35  male  veterans  in  a Veterans  Administration  hospital  alcohol  treatment  unit,  used  a self- 
consciousness  inventory  to  measure  private  and  public  self-consciousness  and  a life  events  survey 
to  assess  the  quantity  and  impact  of  a variety  of  life  events  in  the  previous  12  months.  By  the 
end  of  6 months,  nearly  66  percent  of  the  subjects  had  relapsed.  A total  of  70  percent  of  the 
highly  private  self-conscious  individuals  who  had  experienced  relatively  negative  self-relevant 
life  events  had  relapsed  at  the  end  of  3 months,  compared  to  14  percent  of  the  highly  self- 
conscious  individuals  who  had  experienced  relatively  positive  self-relevant  life  events.  By  con- 
trast, for  low  self-conscious  individuals,  there  was  no  correlation  between  life  events  and  relapse. 
In  experiment  no.  2,  819  male  and  female  students  from  2 Midwest  public  high  schools  completed 
the  self-consciousness  inventory  and  questions  about  parental  and  friends'  attitudes  and  behaviors 
toward  drinking.  Finally,  subjects  completed  self-reports  on  the  quantity  and  frequency  of  three 
different  forms  of  alcohol  consumption  (beer,  wine,  and  hard  liquor).  Academic  performance, 
an  important  indicator  of  personal  success  and  failure  in  this  population,  was  significantly  corre- 
lated with  alcohol  use  among  highly  self-conscious  individuals  as  well  as  low  self-conscious  indi- 
viduals. However,  the  correlation  was  greater  for  individuals  high  in  private  self-consciousness. 
The  relationship  between  alcohol  consumption  and  the  level  of  self-consciousness  and  life  events 
was  independent  of  environmental  and  behavioral  factors  that  are  predictive  of  consumption  for 
this  age  group. 
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Kennedy,  R.W.;  Gilbert,  G.S.;  and  Thoreson,  R.  A self-control  program  for  drinking  ante- 
cedents: The  role  of  self-monitoring  and  control  orientation.  Journal  of  Clinical  Psychology, 
34(1): 238-243 , 1978. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol 

Self-control  training;  hospitalization 

Hospitalized  alcoholics 

20  (10  experimental,  10  control) 

Experimental  subjects'  mean  age:  45.3; 
controls'  mean  age:  44.8;  sex  not  specified 

Not  specified 

Columbia,  Missouri 

Comparative  study 

Locus  of  Control  Scale,  Experienced  Control 
Scale,  self-monitoring  recording  sheets 


DATE(S)  CONDUCTED:  1976 

NO.  OF  REFERENCES:  9 


A program  designed  to  increase  self-control  among  alcoholics  discriminated  between  two  types  of 
subjects:  internally  oriented,  that  is,  those  who  feel  they  are  responsible  for  the  outcome  of 

life  events,  and  externally  oriented,  or  those  who  feel  fate  controls  life  events.  A distinction 
was  also  made  between  internal  antecedents  of  drinking  (such  as  emotions  or  physical  states) 
and  external  sources  of  pressure  (situations,  settings,  interactions  with  others).  The  program 
had  its  largest  effect  on  internally  oriented  subjects  over  external  sources  of  pressure. 

The  subjects  were  20  patients  selected  from  the  alcohol  treatment  ward  at  the  Veterans  Adminis- 
tration Hospital  in  Columbia,  Missouri,  from  February  1976  through  May  1976.  The  patients  were 
randomly  assigned  to  one  of  two  groups,  which  met  for  three  weeks.  The  experimental  group 
received  six  sessions  of  specific  training  on  self-monitoring  and  its  application  to  the  control  of 
antecedents  of  alcohol  abuse,  and  were  given  examples  of  how  self-monitoring  could  be  accom- 
plished with  the  use  of  self-monitoring  sheets.  The  control  group  attended  six  sessions  of  an 
alcohol  discussion  group.  After  detoxification,  all  subjects  were  administered  the  Locus  of  Con- 
trol Scale  and  the  Experienced  Control  Scale.  After  completing  the  experimental  procedures  and 
again  at  2 to  6 weeks  after  discharge,  they  completed  the  Experienced  Control  scale.  Self- 
monitoring recording  sheets  were  also  collected.  All  subjects  showed  increased  control  over 
internal  stresses  regardless  of  treatment.  Internally  oriented  subjects  in  the  experimental  group 
showed  increased  control  over  external  stresses,  while  internals  in  the  control  condition  showed 
no  change.  Self-monitoring  subjects  with  external  orientations  did  not  change  over  treatment, 
but  increased  significantly  at  followup.  The  control  externals  changed  over  treatment  but  not 
on  followup.  The  internally  oriented  subjects  monitored  themselves  often  and  appeared  to  benefit 
from  the  use  of  self-monitoring  of  antecedents  to  drinking.  Externals  showed  less  definite 
results,  in  that  the  self-monitoring  subjects  showed  a slower  and  somewhat  delayed  increase  m 
adaptive  self-control,  compared  to  the  internals. 

Findings  suggest  that  self-monitoring  affects  alcohol  use  after  treatment,  but  the  findings  m.i-.t 
be  viewed  with  caution.  Longer  followup  periods  and  greater  numbers  of  subjects  are  needed 
for  future  studies. 
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Lemere,  F.,  and  Voegtlin,  W.L.  An  evaluation  of  the  aversion  treatment  of  alcoholism.  Quarterly 
Journal  of  Studies  on  Alcohol,  1 1:199-204,  1950. 


SUBSTANCES  STUDIED: 

Alcohol;  emetine;  pentothal;  tetraethylthiuram 
disulfide;  disulfiram;  apomorphine 

TREATMENT  MODE: 

Hospitalization;  aversion  therapy  using  emetine 
also  pentothal  treatments  for  selected  patients 

SAMPLE  TYPE: 

A Icoholics 

SAMPLE  SIZE: 

4,096 

SEX/AGE: 

Not  specified 

ETHNICITY: 

Not  specified 

LOCALE: 

Seattle,  Washington 

METHODOLOGY: 

Retrospective  study 

INSTRUMENTS  USED: 

Not  specified 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

7 

The  use  of  aversion  therapy  benefits  mainly  alcoholic  patients  in  better  socioeconomic  circum- 
stances; it  only  occasionally  works  for  indigent,  inadequate,  psychopathic,  or  extremely  neurotic 
patients.  The  Shadel  Sanitarium  in  Seattle,  Washington,  accepts  all  who  apply  for  treatment, 
although  the  admission  process  automatically  favors  those  who  are  ready  to  undergo  the  aversion 
treatment  voluntarily  and  who  are  able  to  pay  a substantial  fee.  The  patients  usually  receive 
four  to  six  treatments  that  last  from  30  minutes  to  1 hour  and  occur  every  other  day.  One  or 
two  reconditioning  treatments  take  place  at  any  time  that  the  patient  desires  to  drink  again  or 
routinely  at  the  end  of  6 months  and  a year  after  treatment.  Nausea  and  vomiting  are  induced 
using  emetine  shortly  after  the  consumption  of  alcoholic  drinks.  Correct  timing  is  essential 
because  the  treatment  will  fail  if  the  patient  absorbs  enough  alcohol  during  the  treatment  to  feel 
even  slightly  intoxicated.  Accurate  followup  data  over  a 13-year  period  were  obtained  on  4,096 
of  the  4,468  patients  treated  at  the  sanitarium  between  May  1 935  and  October  1948.  A total  of 
44  percent  of  those  surveyed  have  remained  totally  abstinent  since  their  first  treatment.  Of 
the  patients  who  relapsed,  878  were  treated  again;  39  percent  of  these  have  remained  sober  since 
their  last  conditioning  treatment.  Of  the  entire  sample,  60  percent  have  abstained  after  their 
first  treatment  for  1 year  or  longer,  51  percent  for  2 years  or  longer,  38  percent  for  5 years 
or  longer,  and  23  percent  for  10  years  or  longer.  Therapies  for  alcoholism  can  be  evaluated  as 
objectively  as  those  for  cancer  and  many  other  conditions.  Conditioned-reflex  therapy  can  be 
used  with  other  therapies  in  any  combination  useful  for  the  individual  patient. 
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Maisto,  S.A.;  Sobell,  L.C.;  Cooper,  A.M.;  and  Sobell,  M.B.  Comparison  of  two  techniques  to 

obtain  retrospective  reports  of  drinking  behavior  from  alcohol  abusers.  Addictive  Behaviors, 
7:33-38,  1982. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 
Outpatient 
Alcohol  abusers 
1 5 

Males;  age  not  specified 
Mostly  white 
Nashville,  Tennessee 
Secondary  analysis 
Interviews  (self-reports) 
Not  specified 
9 


Two  different  interview  techniques  that  were  used  to  obtain  retrospective  reports  of  daily  drink- 
ing behavior  from  alcohol  abusers  were  found,  through  an  empirical  evaluation,  to  have  a high 
degree  of  consistency.  Study  data  came  from  15  male  subjects  who  had  taken  part  in  both  an 
outcome  evaluation  study  at  Dede  Wallace  Center  (DWC)  Alcohol  Programs  (conducted  by  Rand 
and  funded  by  NIAAA)  and  an  evaluation  of  a time-line  follow-back  interviewing  technique.  The 
Rand  pretreatment  interviews  collected  data  on  drinking  and  related  events  that  occurred  within 
the  30-day  period  preceding  treatment  entry,  while  the  DWC  interview  was  concerned  with  alcohol- 
related  events  that  occurred  on  each  of  the  360  days  preceding  treatment  entry.  Correlational 
and  scatterplot  analyses  showed  a moderate  to  high  degree  of  agreement  between  the  2 data 
sources  on  the  10  similarly  worded  questions  examined.  Findings  support  the  validity  of  the 
information  obtained  from  each  of  the  interview  methods.  However,  findings  apply  only  to  30-day 
pretreatment  data  and  specific  demographic  and  drinking  history  variables.  They  also  may  not 
apply  to  followup  variables  or  to  other  populations. 
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Marlatt,  G.A.;  Demming,  B.;  and  Reid,  J.B.  Loss  of  control  drinking  in  alcoholics:  An  experi- 
mental analogue.  Journal  of  Abnormal  Psychology,  81  (3 ): 233-241  , 1 973. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol  (vodka);  tonic 
Not  applicable 
Alcoholics;  social  drinkers 
64 

Males;  age  range  23  to  65  (means:  46.75  for 
alcoholics,  37.19  for  controls) 

Not  specified 

Madison,  Wisconsin 

Comparative  study 

Observations;  interviews 

Not  specified 

12 


Consumption  rates  for  tonic  alone  and  for  a mixture  of  vodka  and  tonic  were  determined  largely 
by  the  subject's  expectancy  regarding  the  content  of  the  beverage,  rather  than  by  the  actual 
beverage  received.  The  subjects  included  32  male  alcoholics  and  32  male  social  drinkers,  who 
were  told  that  they  were  taking  part  in  a taste-rating  task.  The  subjects  were  told  either  that 
the  beverage  contained  alcohol  (vodka  and  tonic)  or  that  it  consisted  only  of  tonic.  Some  were 
given  the  expected  beverage;  others  received  the  other  beverage.  The  two  beverages  had  iden- 
tical tastes.  The  instructions  given  were  a significant  determinant  of  the  amount  of  beverage 
consumed  and  posttask  estimates  of  the  alcoholic  content  of  the  drinks.  The  actual  beverage 
administered  did  not  significantly  affect  the  drinking  rates  of  either  alcoholics  or  social  drinkers. 
Loss  of  control  drinking,  in  the  form  of  increased  consumption  by  alcoholics  who  were  adminis- 
tered alcohol,  did  not  occur  during  the  drinking  task.  Findings  contrast  with  assumptions  that 
the  physiological  effects  of  alcohol  alone  are  responsible  for  increases  in  the  alcoholic's  drinking 
behavior.  While  the  results  strongly  support  the  role  of  cognitive  factors  in  the  determination 
of  loss  of  control  drinking,  the  limitations  of  the  experimental  situation  used  should  be  system- 
atically examined  to  determine  whether  the  conclusions  apply  to  drinking  in  more  natural  settings 
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McCrady,  B.S.;  Moreau,  J.;  Paolino,  T.J.,  Jr.;  and  Longabaugh,  R.  Joint  hospitalization  and 
couples  therapy  for  alcoholism;  a four-year  follow-up.  Journal  of  Studies  on  Aicohoi, 
43(11):! 244-1 250 , 1982. 


SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Joint  hospitalization;  individual 
therapy;  joint  therapy 

SAMPLE  TYPE: 

Couples,  each  containing  one  alcoholic 

SAMPLE  SIZE: 

33  couples 

SEX/ACE: 

20  male  alcoholics,  13  female  alcoholics, 
and  their  spouses;  mean  age:  42 

ETHNICITY: 

Not  specified 

LOCALE: 

Not  specified 

METHODOLOGY: 

Longitudinal  study 

INSTRUMENTS  USED: 

Interviews;  Michigan  Alcoholism  Screening  Test; 
Hollingshead  Index  of  Social  Position 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

10 

Alcoholics  treated  in  joint-hospitalization  programs  with  their  spouses  showed  more  improvement 
after  4 years  than  did  those  treated  only  with  individual  therapy  or  with  joint  therapy  sessions 
with  their  spouses,  but  the  differences  were  not  significant.  The  subjects  were  33  couples,  each 
containing  1 alcoholic.  The  alcoholics  included  20  men  and  13  women.  The  couples  were  randoms 
assigned  to  three  groups.  Eighteen  couples  were  jointly  admitted  to  the  hospital;  eight  couples 
received  couples  therapy  only,  with  the  alcoholic  living  in  the  hospital;  and  for  seven  couples 
only  the  hospitalized  alcoholic  attended  a weekly  therapy  group.  Evaluation  2 and  6 months  after 
discharge  showed  improvement  in  ail  groups.  Nine  different  tracking  procedures,  including  mans 
adapted  from  Sobell's  work,  were  used  to  contact  the  subjects  after  4 years.  Data  came  fr  - 
structured  interviews.  The  subjects  from  the  three  groups  were  similar  with  respect  t;  current 
marital  status,  employment  status,  residential  status,  legal  and  medical  consequence  of  dr  hk  , 
subjective  perception  of  drinking  status,  periods  of  abstinence,  drinking  nistory,  ana  use  of 
rehospitalization  and  aftercare  resources.  Whereas  more  than  three-quarters  of  the  sub;ects 
showed  short-term  improvement,  less  than  one-third  were  functioning  consistently  .ve  over  f e 
4 years.  Findings  suggest  that  a certain  subpopulation  of  married  alcoholics  na^  benefit  fro- 
intensive  conjoint  involvement.  Findings  also  demonstrate  successful  methods  of  ocating  alcon;  ic 
subjects  after  long  periods  and  reinforce  cautions  about  predicting  tong-term  outcomes  fm 
than  1 year  of  followup  data. 
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McLellan,  A.T.;  Luborsky,  L.;  Woody,  G.E.;  O'Brien,  C.P.;  and  Druley,  K.A.  Predicting 

response  to  alcohol  and  drug  abuse  treatments.  Archives  of  General  Psychiatry,  40:620-625, 
1983. 


SUBSTANCES  STUDIED:  Alcohol;  drugs 


TREATMENT  MODE:  4 inpatient  therapeutic  community  programs  (2 

alcohol,  1 drug,  1 combined);  2 outpatient  alcohol 
and  drug  abuse  clinics;  Alcoholics  Anonymous; 
Narcotics  Anonymous;  group  and  individual 
therapy;  intensive  addiction  management  therapy; 
outpatient  counseling;  methadone  maintenance 

SAMPLE  TYPE:  Veterans  who  were  alcoholics  or  drug  addicts 


SAMPLE  SIZE:  742 


SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE) S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Males;  age  not  specified 
White;  black 

Philadelphia  and  Coatesville,  Pennsylvania 

Comparative  study;  multivariate  analysis 

Addiction  Severity  Index;  hospital  records; 
criminal  justice  system  records 

1978 

27 


A total  of  460  male  alcoholics  and  282  male  drug  addicts  were  evaluated  at  6-month  followup  follow- 
ing treatment  in  6 rehabilitation  programs  to  determine  whether  some  types  of  treatment  were 
more  effective  than  others  and  whether  certain  types  of  patients  did  better  in  certain  kinds  of 
treatments.  The  treatment  programs  included  four  inpatient  therapeutic  community  programs  at 
the  Coatesville  Veterans  Administration  (VA)  Medical  Center  (Pennsylvania)  and  outpatient  alcohol 
and  drug  abuse  clinics  at  the  Philadelphia  VA  Medical  Center  (Pennsylvania).  The  subjects  were 
all  male  veterans  coming  for  alcohol  or  drug  abuse  treatment  during  1 978.  They  were  assigned 
to  the  programs  using  normal  criteria  rather  than  random  assignments.  At  admission  and  6 months 
later,  they  were  evaluated  using  the  Addiction  Severity  Index,  a structured  interview  designed 
to  assess  problem  severity  in  seven  areas:  medical,  legal,  drug  abuse,  alcohol  abuse,  employ- 

ment, family,  and  psychiatric.  Initial  analyses  of  the  unstratified  samples  showed  significant 
patient  improvement,  but  no  evidence  of  differences  in  effectiveness  from  different  treatments 
or  from  matching  patients  to  treatments.  However,  differences  emerged  when  the  samples  were 
grouped  according  to  the  number,  duration,  and  severity  of  psychiatric  symptoms  at  admission. 
Patients  with  low  psychiatric  severity  improved  in  every  treatment  program,  and  patients  with 
high  psychiatric  severity  showed  almost  no  improvement  in  any  treatment.  The  60  percent  of 
the  patients  in  the  middle  range  showed  outcome  differences,  especially  from  specific  patient- 
program  matches.  Findings  support  the  specificity  of  different  treatments  and  show  the  impor- 
tance of  psychiatric  factors  in  substance  abuse  treatment. 
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Meyer,  R.E.;  Babor,  T.F.;  and  Mirkin,  P.M.  Typologies  in  alcoholism:  An  overview.  The 
International  Journal  of  the  Addictions,  1 8(  2 ):  235-249 , 1 983. 


SUBSTANCES  STUDIED:  Alcohol;  neuroleptic  drugs;  antidepressant 

drugs;  lithium  carbonate 


TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 
SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Not  applicable 
Alcohol  ics 
Not  applicable 
Not  applicable 
Not  applicable 
Not  applicable 
Literature  review 
Not  applicable 
Not  applicable 
61 


A consensus  seems  to  be  growing  that  the  varieties  of  outcomes  associated  with  alcoholism  indicate 
different  prognoses  that  are  associated  with  subgroupings  of  alcoholic  patients.  Only  one  report 
has  suggested  that  outcome  differences  have  more  to  do  with  treatment  elements  than  with  any 
patient  characteristics.  Typologies  have  been  suggested  based  on  drinking  history,  psychopathol- 
ogy, neuropsychological  assessment,  and  family  pedigree.  These  areas  have  also  been  considered 
from  the  standpoint  of  the  etiology  of  alcoholism.  Up  to  the  1960s,  typologies  were  based  on  an 
intuitive  approach.  Since  then,  empirically  based  procedures  for  deriving  alcoholic  subtypes 
have  emerged.  The  a priori  comparative  approach  consists  of  classifying  two  or  more  groups  of 
alcoholics  according  to  a priori  criteria  and  then  comparing  them  on  a number  of  empirical  meas- 
ures representing  relevant  variables  and  constructs.  The  a posteriori  correlational  approach 
relies  on  statistical  procedures  to  establish  homogeneous  groupings  of  alcoholics  based  on  measures 
of  a large  number  of  variables  and  constructs.  A further  set  of  papers  will  describe  the  first 
90  patients  to  be  studied  intensively  at  the  University  of  Connecticut  Alcohol  Research  Center 
in  an  effort  to  derive  a prognostically  and  therapeutically  meaningful  assessment  program.  The 
ultimate  test  of  the  classification  scheme  will  be  its  usefulness  in  predicting  prognosis  and  the 
ease  with  which  it  can  be  applied  to  other  treatment  centers.  The  prognostic  usefulness  of  the 
statistically  derived  typologies  will  be  determined  in  a 30-month  longitudinal  outcome  study. 
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Miller,  W.R.,  and  Baca,  L.M.  Two-year  follow-up  of  bibliotherapy  and  therapist-directed  con- 
trolled drinking  training  for  problem  drinkers.  Behavior  Therapy,  14:441-448,  1983. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Behavioral  self-control  training  (training  modera- 
tion): bibliotherapy,  counseling,  group  therapy 

Problem  drinkers 

69 

Both  sexes;  mean  age:  43.9  years 

Not  specified 

Not  specified 

Longitudinal  study 

Interviews;  breath  alcohol  tests 

Not  specified 

19 


The  study  reports  2-year  followup  data  for  outpatient  problem  drinkers  treated  in  two  clinical 
trials  of  controlled  drinking  using  random  assignment,  behavioral  assessment,  and  corroboration 
of  self-reports.  Gamma  alcoholics  with  severe  symptomatology  had  been  excluded  from  the  study. 
However,  the  clients  were  serious  problem  drinkers.  Two-year  blind  followup  interviews  were 
completed  with  69  of  82  problem  drinkers  treated  by  behavioral  self-control  training  offered  in 
various  formats  including  bibliotherapy,  individual  counseling,  and  group  therapy.  Corroborative 
data  were  obtained  from  breath  tests  and  collateral  interviews.  Significant  improvement  observed 
on  drinking  and  other  measures  at  prior  followup  points  was  found  to  be  maintained  at  2 years. 
Stability  of  outcome  over  the  2-year  period  was  found  to  be  good,  with  more  than  80  percent  of 
clients  showing  equal  or  greater  improvement  at  24  months  relative  to  any  prior  followup  point. 
An  overall  favorable  outcome  rate  of  67  percent  was  maintained  at  24  months.  Relapse  rates  from 
controlled  drinking  were  found  to  be  similar  to  those  from  abstinent  outcomes.  Severity  of  prob- 
lem drinking  at  intake  remained  the  best  single  predictor  of  controlled  drinking  versus  abstinent 
outcomes,  with  more  severe  cases  tending  toward  abstinence. 
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Miller,  W.R.;  Gribskov,  C.J.;  and  Mortell,  R.L.  Effectiveness  of  a self-control  manual  for  prob- 
lem drinkers  with  and  without  therapist  contact.  The  International  Journal  of  the  Addictions, 
16(7) : 1247-1 254,  1981 . 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Behavioral  self-control  training — self-help 

manual;  therapy  sessions 

SAMPLE  TYPE:  Self-referred  problem  drinkers 


SAMPLE  SIZE: 
SEX/AGE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


31 

23  males;  8 females;  mean  ages:  late  30s 
and  early  40s 

Not  specified 

Oregon 

Longitudinal  study;  correlational  study 


INSTRUMENTS  USED:  Michigan  Alcoholism  Screening  Test; 

assessment  interview;  self-help  manual; 
self-monitoring  cards;  questionnaires; 
telephone  interviews;  Marlatt  Drinking  Profile; 
followup  interview 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  23 


Outcomes  for  problem  drinkers  whose  treatment  consisted  only  of  the  use  of  a self-help  manual 
were  similar  to  those  for  clients  who  received  self-help  materials  plus  10  individual  treatment 
sessions  with  a paraprofessional  therapist.  The  31  subjects  were  randomly  assigned  to  the  mini- 
mal contact  group  or  the  therapist  group.  Both  programs  were  free  and  were  offered  through 
the  Psychology  Clinic  of  the  University  of  Oregon.  None  of  the  subjects  had  experienced  severe 
withdrawal  symptoms,  but  all  reported  life  problems  related  to  drinking  and  scored  within  the 
alcoholic  range  on  the  Michigan  Alcoholism  Screening  Test.  The  16  minimal-contact  clients  com- 
pleted one  assessment  interview  and  received  a 61 -page  self-help  manual,  a supply  of  self- 
monitoring cards,  and  10  stamped  and  addressed  envelopes  for  returning  data  cards  to  the  clinic 
each  week.  The  therapists  called  the  clients  about  three  times  each  over  10  weeks  to  encourage 
them  to  mail  the  data.  After  10  weeks  they  received  mailed  questionnaires,  with  telephone  fol- 
lowup if  needed.  For  each  client,  three  significant  others  were  interviewed  at  all  assessment 
points.  The  subjects  were  also  interviewed  in  person  at  6 to  8 months  after  intake.  The  15 
therapist-directed  subjects  took  part  in  individual  sessions  lasting  30  to  45  minutes  and  focusing 
on  the  material  contained  in  the  self-help  manual.  At  followup,  both  groups  showed  significant 
reductions  in  alcohol  consumption  and  peak  blood  alcohol  concentration.  The  sample  may  not  be 
comparable  to  those  who  purchase  self-help  books  but  do  not  seek  therapy.  Research  compering 
bibliotherapy  with  no  treatment  is  also  needed. 
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Miller,  W.R.;  Hedrick,  K.E.;  and  Taylor,  C.A.  Addictive  behaviors  and  life  problems  before 
and  after  behavioral  treatment  of  problem  drinkers.  Addictive  Behaviors,  8:403-41  2,  1983. 


SUBSTANCES  STUDIED:  Alcohol;  tobacco;  prescription  and  nonprescrip- 

tion drugs  (marijuana,  antidepressants,  lithium, 
antianxiety  drugs,  stimulant  diet  aids) 

TREATMENT  MODE:  Behavioral  Self-Control  Training  (BSCT) 

SAMPLE  TYPE:  Problem  drinkers 


SAMPLE  SIZE: 
SEX/AGE: 

ETHNICITY: 

LOCALE: 


93  (11  with  partial  followup  data) 

Both  sexes  (55  male  and  38  female); 
mean  age:  43.6  years 

Not  applicable 

Not  specified 


METHODOLOGY:  Longitudinal  study 

INSTRUMENTS  USED:  Structured  interview;  Goal  Attainment  Scaling; 

Life  Problems  Card  Sort;  Revised  Comprehensive 
Drinker  Profile;  blood  and  breath  tests;  self- 
reports;  collateral  reports;  Profile  of  Mood  States; 
locus  of  control  measures;  liver  function  tests; 
scale  to  measure  bodyweight 


DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  17 


The  broader  impact  of  a behavioral  self-control  training  intervention  focusing  on  the  reduction 
of  alcohol  consumption  was  examined  in  a sample  of  93  male  and  female  problem  drinkers  with  an 
average  age  of  43.6  years.  The  sample  had  on  the  average  9.3  years  of  drinking  problems,  15.3 
years  of  education,  and  was  largely  from  middle  socioeconomic  classes.  Goal  Attainment  Scaling 
assessed  individual  life  problems  before  and  after  treatment  and  at  followup  at  3 to  6 months, 

12  months,  and  24  months.  Alcohol  and  drug  use,  smoking,  and  weight  were  also  evaluated. 

At  intake,  women  were  more  likely  than  men  to  be  unmarried,  married  to  a problem  drinking 
spouse,  or  taking  psychoactive  prescription  medication  but  were  less  likely  to  be  using  illicit 
drugs,  smoking,  or  gambling.  Negative  emotional  states  and  interpersonal  conflict,  both  of  which 
are  implicated  in  relapse,  were  the  life  problems  most  frequently  reported.  Both  men  and  women 
ranked  tension  or  anxiety  as  their  most  predominant  life  problem,  family  discord  second,  and 
third,  for  men  boredom,  for  women  depression. 

Drinking  behavior  was  highly  significantly  reduced  at  all  followup  points.  At  24  months,  67  per- 
cent of  the  clients  were  abstinent,  moderate,  or  improved  drinkers.  Although  intervention 
focused  primarily  on  drinking  behavior,  the  majority  of  other  life  problems  also  showed  improve- 
ment at  all  followup  points.  For  completed  cases,  goal  attainment  scaling  change  was  positive  in 
75  percent  of  the  scaled  life  problems,  both  at  termination  and  throughout  followup.  Although 
remission  of  life  problems  was  not  limited  to  clients  who  were  improved  on  their  drinking  behavior, 
remission  of  life  problems  was  associated  with  decreased  alcohol  consumption.  Nonremission  of 
other  problems  was  associated  with  a lesser  reduction  in  drinking.  However,  the  direction  of 
causation — that  is,  whether  the  continued  drinking  or  the  continued  life  problems  were  respon- 
sible for  the  outcome — was  not  determined.  Body  weight  tended  to  increase  slightly  after  treat- 
ment but  typically  returned  to  or  below  baseline  by  later  followups.  Overall  rates  of  drug  use 
and  smoking  showed  little  change;  however,  smoking  cessation  was  associated  with  successful 
control  or  cessation  of  alcohol  use  and  relapse  to  smoking  coincided  with  unremitted  drinking. 
Implications  for  treatment  are  considered. 
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Miller,  W.R.;  Taylor,  C.A.;  and  West,  J.C.  Focused  versus  broad-spectrum  behavior  therapy 
for  problem  drinkers.  Journal  of  Consulting  and  Clinical  Psychology,  48(5  ) : 590—60 1 , 1 980. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Behavior  therapy  (bibliotherapy;  behavioral 

self-control  training;  and  relaxation,  communica- 
tion, and  assertion  training) 

SAMPLE  TYPE:  Problem  drinkers 


SAMPLE  SIZE:  41 


SEX/ACE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


21  males,  20  females;  mean  age:  41.6 
White;  black;  Hispanic;  Native  American 
Not  specified 
Multivariate  analysis 


INSTRUMENTS  USED:  Michigan  Alcoholism  Screening  Test;  interviews; 

breath  test;  Profile  of  Mood  States;  Rotter's 
Internal-External  Locus  of  Control  Scale; 

Coal  Attainment  Scaling 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  39 


A broad-spectrum  approach  to  teaching  controlled  drinking  in  problem  drinkers  did  not  produce 
significantly  greater  results  than  a focused  approach  that  dealt  specifically  with  drinking  behavior 
without  directly  treating  related  life  problem  areas.  In  addition,  a minimal  level  of  focused  train- 
ing did  not  produce  significantly  less  results  than  did  more  extensive  interventions  using  the 
focused  approach.  The  study  subjects  were  41  problem  drinkers  who  either  referred  themselves 
or  were  referred  by  agencies  and  practitioners  to  a free  training  program  advertised  as  being 
"not  for  alcoholics,  but  for  those  who  are  experiencing  life  problems  related  to  their  drinking." 
The  subjects  were  randomly  placed  in  four  treatment  groups:  (1)  bibliotherapy,  in  which  they 

received  self-help  materials  on  behavioral  self-control  training  (BSCT);  (2)  6 weekly  sessions  of 
BSCT;  (3)  BSCT  sessions  plus  12  weeks  of  training  in  relaxation,  communication,  and  assertive- 
ness; and  (4)  BSCT  sessions  plus  12  weeks  of  individually  tailored  modules  chosen  from  such 
subjects  as  relaxation,  communication,  assertiveness,  mood  management,  insomnia  management, 
creativity  enhancement,  and  covert  sensitization.  Multimodal  assessment  was  used  to  evaluate 
drinking  behavior,  life  problems,  and  general  functioning  after  treatment,  at  6 to  8 months,  and 
at  10  months  following  termination.  All  groups  showed  significant  improvement  on  drinking  meas- 
ures, a finding  confirmed  by  collateral  reports.  While  bibliotherapy  clients  spent  more  hours 
per  week  intoxicated  than  the  other  groups,  they  had  higher  levels  of  self-reported  alcohol  con- 
sumption before  treatment.  The  therapists'  ability  to  show  accurate  empathy  was  a good  predictor 
of  client  outcome. 


221 


Moos,  R.  , and  Bliss,  F.  Difficulty  of  follow-up  and  outcome  of  alcoholism  treatment.  Journal 
of  Studies  on  Alcohol,  39(  3 ):  473-490 , 1 978. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  1 of  5 residential  programs  (Salvation  Army, 

public  hospital,  halfway  house,  milieu  therapy 
and  vocational  rehabilitation,  aversion  condi- 
tioning) 

SAMPLE  TYPE:  Alcoholics 


SAMPLE  SIZE:  505 


SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Not  specified 


Not  specified 
Not  specified 

Multivariate  analysis;  longitudinal  study 


Background  Information  Form; 
Followup  Information  Form 

Not  specified 


18 


Patients  who  are  difficult  to  follow  up  after  treatment  for  alcoholism  have  poorer  treatment  out- 
comes than  do  patients  who  are  followed  up  more  easily.  The  study  subjects  were  505  patients 
treated  in  residential  programs  ranging  from  a Salvation  Army  program  for  skid  row  alcoholics 
to  an  aversion  conditioning  program  treating  middle-class  and  upper  middle-class  patients.  The 
patients  completed  background  information  forms  shortly  after  admission  and  were  told  that  they 
would  be  asked  for  followup  information  about  6 months  after  discharge.  They  were  asked  for 
previous  addresses,  expected  future  address,  and  names  of  two  friends  or  relatives  who  could 
forward  mail  to  them. 

Efforts  to  contact  the  patients  began  about  5 months  after  discharge  and  included  mail,  telephone, 
and  personal  contacts.  If  initial  leads  did  not  locate  the  patient,  sources  such  as  telephone  direc- 
tories, welfare  rolls,  other  treatment  programs,  and  police  records  were  checked.  These  efforts 
resulted  in  the  location  of  94  percent  of  the  patients.  Patients  were  sent  a followup  information 
form.  If  it  was  not  returned  in  2 weeks,  contacts  were  made  by  letter  and  telephone.  Some 
subjects  were  offered  $10  or  $25  to  return  the  form  promptly. 

The  difficulty  in  initially  locating  the  patient  did  not  relate  to  treatment  outcome.  However, 
patients  requiring  followup  contacts  to  determine  a new  location  or  to  obtain  cooperation  tended 
to  have  significantly  poorer  treatment  outcomes.  These  outcomes  were  not  attributable  to  charac- 
teristics at  intake.  Followup  has  three  distinct  aspects:  initial  location,  relocation,  and  coopera- 

tion. The  total  followup  effort  required  the  equivalent  of  one  full-time  person  working  about  15 
months.  Persistent  use  of  all  types  of  followup  is  important. 
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Moos,  R.H.,  and  Finney,  J.W.  The  expanding  scope  of  alcoholism  treatment  evaluation.  Ameri- 
can Psychologist,  38(1  ) : 1 036—1  044,  1983. 

SUBSTANCES  STUDIED:  Alcohol 


INSTRUMENTS  USED:  Not  applicable 

DATE(S)  CONDUCTED:  Not  applicable 

NO.  OF  REFERENCES:  61 


As  the  scope  of  research  on  alcoholism  treatment  has  broadened  in  recent  years,  researchers 
are  beginning  to  examine  the  degree  of  implementation  of  alcoholism  treatments,  treatment  proc- 
esses, and  the  role  of  life  context  or  extratreatment  factors,  such  as  stressful  life  events,  in 
the  recovery-relapse  process.  Researchers  are  addressing  these  issues  within  the  context  of  a 
conceptually  based,  process-oriented  evaluation  framework.  This  framework  draws  on  current 
trends  in  evaluation  research  and  behavioral  medicine,  trends  that  emphasize  the  need  to  con- 
sider links  between  biological,  psychological,  and  environmental  factors  in  assessing  an  individ- 
ual's health  and  in  making  recommendations  for  treatment.  Examples  of  recent  alcoholism 
treatment  evaluations  illustrate  these  trends.  These  advances  in  research  have  important  impli- 
cations for  the  use  of  evaluation  research,  both  instrumentally  in  developing  and  improving  inter- 
vention programs  and  conceptually  in  changing  how  people  think  about  the  underlying  disorder 
or  problem  to  which  treatment  is  directed. 


TREATMENT  MODE: 


Behavioral  treatment;  aversion-conditioning 
programs;  milieu-oriented  and  other  comprehensive 
residential  programs;  outpatient  and  day  treat- 
ment centers;  Alcoholics  Anonymous;  spontaneous 
recovery 


SAMPLE  TYPE: 


Alcohol  abusers 


SAMPLE  SIZE: 


Not  applicable 


SEX/AGE: 


Not  applicable 


ETHNICITY: 


Not  applicable 


LOCALE: 


Not  applicable 


METHODOLOGY: 


Theoretical/critical  review 
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Mosher,  V.;  Davis,  J.;  Mulligan,  D.;  and  Iber,  F.L.  Comparison  of  outcome  in  a 9-day  and 
30-day  alcoholism  treatment  program.  Journal  of  Studies  on  Alcohol,  36 (9) : 1 277-1  281  , 1975. 


SUBSTANCES  STUDIED:  Alcohol;  mood-altering  drugs,  including  sleeping 

pills,  sedatives,  antidepressants,  and  tranquilizers 


TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 
SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Hospitalization;  detoxification;  individual  counseling; 
group  discussions;  Alcoholics  Anonymous 

Alcoholics 

200 

Both  sexes;  mean  age:  40.5 

Cross-cultural 

Boston,  Massachusetts 

Comparative  study;  multivariate  analysis 

Questionnaires;  IPAT  Anxiety  Scale 

Not  specified 

7 


At  3 and  6 months  after  discharge,  no  differences  in  abstinence  rates  were  found  between 
patients  who  completed  a 9-day  inpatient  alcoholism  treatment  program  and  those  who  participated 
in  a 21-day  treatment  program.  The  200  patients  studies  were  randomly  assigned  over  a period 
of  7 months  to  the  programs.  All  patients  attended  a 9-day  program,  starting  with  3 to  5 days 
of  medical  detoxification  and  continuing  with  individual  counseling,  group  discussions,  and  Alco- 
holics Anonymous  (AA)  meetings.  The  extended  treatment  program  was  oriented  toward  group 
treatment,  with  discussions  of  alcoholism,  community  resources,  aftercare  planning,  and  individ- 
ual growth  and  development.  Program  members  also  participated  in  AA  meetings,  recreational 
therapy,  individual  counseling,  and  film  discussions.  Posthospital  adjustment  was  measured  3 
and  6 months  after  discharge  by  means  of  a questionnaire  covering  the  areas  of  drinking  behav- 
ior, work  record,  and  use  of  drugs.  An  anxiety  scale  measured  personality  change.  A total  of 
181  and  163  patients  were  contacted  at  the  2 followups.  About  one-third  of  both  groups  were 
abstinent  during  the  entire  period;  one-third  from  60  to  90  percent  of  the  time;  and  one-third, 
less  than  60  percent  of  the  time.  At  the  6-month  followup,  about  one-fifth  of  each  group  were 
abstinent  the  entire  time  and  about  half  were  abstinent  less  than  60  percent  of  the  time.  The 
groups  were  also  similar  in  their  anxiety  scores.  While  the  patients  reacted  favorably  to  the 
extended  program,  the  followup  data  did  not  indicate  that  it  had  significant  advantages. 
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Mottin,  J.L.  Drug-induced  attenuation  of  alcohol  consumption:  A review  and  evaluation  of  claimed, 
potential  or  current  therapies.  Quarterly  Journal  of  Studies  on  Alcohol,  34:444-472,  1973. 


SUBSTANCES  STUDIED:  Alcohol;  antidipsotropics  (disulfiram,  citrated 


calcium  cyanamide,  metronidazole);  aversives 
(emetics,  curariforms,  sympathomimetics ) ; 
ataractics  (chlordiazepoxide , antidepressants, 
tranquilizer-antidepressant  combinations,  imip- 
ramine,  amitriptyline);  hallucinogens  (lysergide); 
anticholinergics 

TREATMENT  MODE: 

Drug  treatment  of  alcoholism 

SAMPLE  TYPE: 

Alcoholics 

SAMPLE  SIZE: 

Not  applicable 

SEX/AGE: 

Not  applicable 

ETHN  ICITY: 

Not  applicable 

LOCALE: 

Not  applicable 

METHODOLOGY: 

Literature  review 

INSTRUMENTS  USED: 

Not  applicable 

DATE(S)  CONDUCTED: 

Not  applicable 

NO.  OF  REFERENCES: 

192 

Consistent  and  extensive  support  does  not  exist  in  the  research  literature  for  any  of  the  current 
drug  therapies  used  to  reduce  alcohol  consumption.  The  research  has  focused  on  antidipsotropics 
(disulfiram,  citrated  calcium  cyanamide,  metronidazole),  aversives  (emetics,  curariforms,  sympatho 
mimetics) , ataractics,  and  hallucinogens.  The  deficiencies  in  research  approaches  hamper  sound 
decisionmaking  about  treatment  and  may  also  raise  false  hopes  in  patients  and  their  families,  make 
it  more  likely  that  potential  toxicities  are  overlooked,  and  waste  research  and  therapeutic  time 
in  duplicate  studies.  Using  an  inappropriate  drug  can  also  harm  the  climate  of  the  treatment 
setting.  Even  though  the  psychosocial  treatment  environment  is  known  to  affect  the  success  of 
treatment,  a strong  tendency  to  blame  the  alcoholic  patient  rather  than  the  treatment  for  thera- 
peutic failure  was  revealed  in  a recent  national  survey  of  American  psychiatric  hospitals  and  in 
an  earlier  survey  of  State  hospitals.  This  negative  attitude  is  likely  to  affect  new  patients  while 
perpetuating  the  uncritical  use  of  some  questionable  therapies.  This  may  also  hamper  the  search 
for  new  treatment  methods  and  the  critical  evaluation  of  new  drugs.  Any  evaluation  of  a drug 
can  and  should  use  the  classical  control  method:  double-blind  placebo  methodology.  Research 

regarding  alcohol  simply  as  a fluid  might  also  be  productive.  It  could  lead  to  studies  of  the 
thirst  mechanism  and  the  possible  applications  of  antidiuretics  and  anticholinergics. 
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Nathan,  P.E.,  and  Lipscomb,  T.R.  Behavior  therapy  and  behavior  modification  in  the  treatment 
of  alcoholism.  In:  Mendelson,  J.H.,  and  Mello,  N.K.,  eds.  The  Diagnosis  and  Treatment 
of  Alcoholism.  New  York:  McGraw-Hill,  1979.  Pp.  305-357. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Behavior  therapy;  behavior  modification 

Alcoholics 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical/critical  review 

Not  applicable 

Not  applicable 

138 


The  behavioral  assessment  and  treatment  of  chronic  alcoholism  is  now  widely  accepted  as  a viable 
alternative  to  traditional  efforts  to  diagnose  and  treat  chronic  alcoholics.  Those  involved  in  the 
behavioral  approach  have  increased  the  attention  given  to  the  settings  in  which  maladaptive  drink- 
ing occurs  and  to  the  objective  assessment  of  changes  in  drinking  behavior.  Chemical  aversion 
has  been  found  to  work  well  with  highly  motivated  persons  who  wish  to  achieve  and  maintain 
abstinence.  Blood  alcohol  level  discrimination  training  is  another  promising,  although  unproved, 
technique,  which  is  designed  to  teach  subjects  how  to  achieve  and  maintain  a controlled  drinking 
pattern.  Electrical  aversion,  however,  appears  to  have  little  value  for  the  treatment  of  alcoholism. 
Those  who  have  studied  behavioral  treatment  approaches  to  alcoholism  have  also  proposed  a vari- 
ety of  treatment  packages  that  focus  both  on  the  patient's  maladaptive  drinking  and  on  the  asso- 
ciated behavioral  problems  that  typically  accompany  the  alcoholism.  These  efforts  have  also 
established  the  validity  of  controlled  drinking  treatment  for  some  alcoholics  and  problem  drinkers. 
This  treatment  goal  would  have  been  unthinkable  a few  years  ago.  Future  developments  are  likely 
to  include  study  of  cognitive  mediating  processes  in  alcoholism  and  their  modification,  identification 
of  the  most  effective  components  of  treatment  packages,  development  of  new  program  components, 
greater  emphasis  on  primary  and  secondary  prevention,  and  efforts  to  identify  persons  who  may 
benefit  from  controlled  drinking  treatment. 
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National  Institute  on  Alcohol  Abuse  and  Alcoholism.  Fifth  Special  Report  to  the  U.S.  Congress 
on  Alcohol  and  Health  from  the  Secretary  of  Health  and  Human  Services^  Chapter  Vl  I . 
Treatment:  Emerging  trends  in  research  and  practice.  Washington,  D.C.:  Supt.  of  Docs., 
U.S.  Govt.  Print.  Off.,  1983.  Pp.  100-121. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Detoxication;  behavior  therapy;  Alcoholics 

Anonymous;  dynamic  psychotherapy;  group 
therapy;  family  therapy;  drug  therapy; 
inpatient  hospital  and  residential  programs; 
halfway  houses;  outpatient  clinics 

SAMPLE  TYPE:  Alcoholics 


SAMPLE  SIZE: 


Not  applicable 


SEX/AGE: 

ETHNICITY: 

LOCALE: 


Not  applicable 
Not  applicable 
Not  applicable 


METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Literature  review;  description 
Not  applicable 
Not  applicable 
141 


A new,  emerging  model  of  treatment  of  alcoholism  emphasizes  the  heterogeneous  nature  of  the 
client  population,  the  need  for  more  specific  and  efficient  treatments,  and  the  importance  of  main- 
taining gains  after  treatment.  This  model  attempts  to  match  each  type  of  alcoholic  with  the  most 
appropriate  combination  of  treatments.  Recognizing  the  importance  of  accurate  patient  descrip- 
tions, the  American  Psychiatric  Association  has  developed  systematic  criteria  for  classifying  alco- 
holic patients  along  a number  of  dimensions.  Several  methods  are  currently  used  to  identify 
alcoholics  before  they  come  for  treatment,  including  laboratory  tests  for  biological  markers  or 
indicators  and  the  Michigan  Alcoholism  Screening  Test.  Aware  of  studies  showing  that  untreated 
alcoholics  and  their  families  are  disproportionately  high  users  of  medical  services,  insurance  pro- 
grams have  started  to  target  alcoholism  for  increased  attention.  Preliminary  studies  show  that 
partial  hospitalization  or  outpatient  programs  may  be  as  effective  as  inpatient  programs  for  some 
patients  and  cost  less.  Treatments  continue  to  rely  largely  on  psychotherapy  and  behavior  ther- 
apy, including  social  skills  and  assertiveness  training,  self-control  training,  cognitive  restructur- 
ing, and  aversion  therapy.  Croup  approaches  like  Alcoholics  Anonymous  are  also  widespread. 
Behavior  therapy  in  conjunction  with  disulfiram  seems  to  be  highly  effective  in  producing  absti- 
nence, but  abstinence  alone  does  not  imply  successful  psychosocial  adjustment. 
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Neubuerger,  O.W.;  Matarazzo,  J.D.;  Schmitz,  R.E.;  and  Pratt,  H.H.  One  year  follow-up  of 

total  abstinence  in  chronic  alcoholic  patients  following  emetic  counterconditioning.  Alcoholism : 
Clinical  and  Experimental  Research,  4(3) : 3 0 6—3 1 2,  1980. 


SUBSTANCES  STUDIED:  Alcohol;  emetine;  pilocarpine;  ephedrine 


TREATMENT  MODE:  Detoxification;  chemical  aversion;  discussions; 

counterconditioning;  milieu  therapy;  psycho- 
therapy; Alcoholics  Anonymous;  followup 
counterconditioning 

SAMPLE  TYPE:  Alcoholics 


SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


826  (Portland  1970:  261 
Fair  Oaks  1975:  275 
Fair  Oaks  1976:  290) 

Both  sexes  (78  percent  male;  22  percent 
female);  average  age:  49 

Not  specified 

Fair  Oaks,  California;  Portland,  Oregon 
Comparative  study;  longitudinal  study 
Program/clinical  statistics 
1970,  1975,  1976 
15 


Demographic  variables  such  as  socioeconomic  status,  marital  status,  and  employment  status  played 
an  important  role  in  the  differing  outcome  rates  of  alcoholic  patients  treated  with  a multimodal 
approach,  which  included  the  use  of  chemical  aversion,  in  two  specialized  facilities  for  the  treat- 
ment of  alcoholics.  In  a cross-validation  study,  data  from  the  275  and  290  patients  treated  in 
1975  and  1976  in  the  Raleigh  Hills  Hospital  in  Fair  Oaks,  California,  were  compared  with  outcomes 
reported  in  1 970  from  the  Raleigh  Hills  Hospital  in  Portland,  Oregon.  Twelve-month  abstinence 
rates  were  63  percent  for  the  1970  Portland  sample,  versus  39  percent  and  50  percent  for  the 
1975  and  1976  samples.  Using  total  abstinence  without  a single  drink  during  the  12  months  as 
the  outcome  measure,  the  1975  and  1976  12-month  abstinence  rates  were  33  percent  and  43  per- 
cent. Although  the  fees  for  treatment  and  the  specific  treatment  were  essentially  the  same  in 
the  two  hospitals,  the  patients  in  the  Fair  Oaks  hospital  had  lower  overall  socioeconomic  and  edu- 
cational levels  than  those  in  the  Portland  sample.  In  addition,  the  Fair  Oaks  patients  were  less 
stable  maritally  and  occupationally,  included  substantial  numbers  of  Medicare  recipients,  and  con- 
sumed more  alcohol  per  day.  A reanalysis  of  the  1975  and  1976  data  on  four  variables  that  dis- 
tinguished the  patients  at  the  two  hospitals  indicated  that  Medicare  status  offered  a relatively 
poorer  predictor  of  outcome,  and  that  being  married,  being  employed,  and  being  both  married 
and  employed  were  significant  predictors  of  outcome.  The  abstinence  rates  were  higher  than 
comparable  averages  reported  in  reviews  of  the  alcoholism  literature. 
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Ogborne,  A.C.  Patient  characteristics  as  predictors  of  treatment  outcomes  for  alcohol  and  drug 
abusers.  In:  Israel,  Y.;  Glaser,  F.B.;  Kalant,  H.;  Popham,  R.E.;  Schmidt,  VV.;  and  Smart, 
R.G.,  eds.  Research  Advances  in  Alcohol  and  Drug  Problems.  Vol . 4.  New  York:  Plenum 
Press,  1978.  Pp.  177-223. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 


SAMPLE  TYPE: 

SAMPLE  SIZE: 
SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  drugs 

Inpatient;  outpatient;  aversion  therapy;  behavioral 
conditioning;  group  therapy;  counseling;  occupa- 
tional therapy;  social  work;  rehabilitation  counsel- 
ing; religious  therapy;  outpatient  followup; 
Alcoholics  Anonymous;  "growth"  movements  such 
as  transcendental  meditation;  spontaneous  recovery 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical/critical  review;  literature  review 
Not  applicable 
Not  applicable 
185 


This  paper  addresses  the  question  of  whether  different  dependent  people  are  likely  to  be  helped 
by  different  treatments.  Variables  that  are  related  to  prognostic  indicators  of  outcome  are  sum- 
marized; studies  in  which  patients  were  randomly  assigned  to  different  studies,  and  studies  that 
use  multivariate  analysis  of  data  from  one,  and  from  several,  treatment  modalities  are  reviewed. 
The  research  literature  indicating  the  influence  of  patient  characteristics  on  treatment  outcome 
for  drug  and  alcohol  abusers  has  reported  a wide  variety  of  results,  although  studies  generally 
show  that  patients  doing  well  or  poorly  after  treatment  have  been  found  to  differ  before  treatment 
began.  Studies  of  alcohol  treatment  have  indicated  that  patients  who  accept  and  who  remain  in 
treatment  differ  from  those  who  drop  out.  Several  studies  suggest  that  particular  treatments 
are  more  or  less  attractive  to  different  types  of  patients,  although  they  do  not  clarify  whether 
different  patients  are  more  or  less  likely  to  continue  or  be  helped  by  different  treatment  modal- 
ities. Studies  of  drug  treatment  have  shown  that  a majority  of  the  patients  drop  out  regardless 
of  the  type  of  treatment  and  before  the  treatment  could  be  expected  to  have  a major  effect. 

Major  problems  affecting  comparisons  of  research  studies  are  the  wide  variety  of  treatments  and 
the  lack  of  specificity  of  treatments  offered,  inadequate  descriptions  of  the  samples  treated,  de- 
ferent ways  of  reporting  sample  characteristics,  varying  followup  intervals,  varying  outc  • cri- 
teria, varying  treatments  of  dropouts,  and  varying  methods  of  analyzing  and  reporting  ■>!  naticnt 
characteristics  in  relation  to  outcome.  The  irrational  ways  in  which  patients  get  recn 
treatment  and  in  which  treatments  are  applied  are  further  complicating  factors.  Lar  ie-s  m i< 
pendent  studies  may  provide  the  best  hope  for  learning  more  about  the  value  of  tr<  iti  tint. 
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Ogborne,  A.C.;  Annis,  H.M.;  and  Miller,  W.R.  Discriminant  analysis  and  the  selection  of 
patients  for  controlled  drinking  programs:  A methodological  note.  Journal  of  Clinical  Psy- 
chology, 38(1 ) : 21 3-2 16,  1982. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Not  applicable 
Problem  drinkers 
145 

Both  sexes;  age  not  specified 
Not  specified 
Not  specified 
Secondary  analysis 

Michigan  Alcoholism  Screening  Test;  client  profiles 
Not  specified 
10 


Clinicians  can  find  discriminant  analysis  to  be  a useful  technique  for  selecting  suitable  candidates 
for  controlled  drinking  programs,  but  they  must  focus  not  only  on  correct  classifications  but 
also  on  the  needs  to  minimize  serious  diagnostic  errors  and  to  improve  predictions  for  individuals. 
Reanalysis  of  data  from  a 1979  report  by  Miller  and  Joyce  illustrates  these  principles.  The  sub- 
jects for  this  study  consisted  of  9 abstainers,  113  controlled  drinkers,  and  23  heavy  drinkers. 
The  relative  sizes  of  these  groups  were  used  to  calculate  conditional  probabilities  of  membership 
in  each  group.  The  characteristics  of  subjects  in  each  group  were  determined  in  order  to  form 
profiles  based  on  average  scores  on  the  Michigan  Alcoholism  Screening  Test,  average  monthly 
income,  percent  female,  self-label  rating,  and  rating  of  father's  drinking  status.  Thus,  a client 
with  an  abstainer  profile  and  probabilities  of  .51,  .45,  and  .01  for  membership  in  the  abstainer, 
controlled  drinker,  and  heavy  drinker  groups,  respectively,  could  be  advised  that  the  chances 
of  success  as  a controlled  drinker  were  fair  but  that  others  with  similar  profiles  had  preferred 
to  remain  abstinent.  Similarly,  a patient  with  a heavy  drinker  profile  with  probabilities  of  .01, 
.59,  and  .40  for  abstainer,  controlled  drinker,  and  heavy  drinker  would  be  best  advised  that 
the  prospects  for  controlling  drinking  are  poor,  given  the  high  probability  of  being  a member 
of  the  heavy  drinker  group.  Further  research  should  focus  on  the  stability  of  outcomes  over 
time  and  the  results  in  an  abstinence  program,  as  the  results  in  the  controlled  drinking  program 
studied  by  Miller  and  Joyce  may  not  be  generalizable  to  an  abstinence  program. 
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SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  disulfiram;  prescribed  tranquilizers 

Psychotherapy;  treatment  in  general; 
Alcoholics  Anonymous 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Not  applicable 

Theoretical /critical  review 

Not  applicable 

Not  applicable 
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Recent  research  reviews  on  psychotherapy  indicate  variables  in  both  treatment  process  and  out- 
come that  are  relevant  to  alcoholism.  These  critiques  are  applied  to  evaluations  of  treatments 
for  alcoholics.  Some  necessary  refinements  of  definition  suggested  by  clinical  experience,  cultural 
value  conflicts,  and  recent  research  on  abstinence  are  also  examined. 

Case  findings,  treatment  goals,  and  frequently,  diagnosis  and  therapy  have  been  influenced  by 
the  acceptance  of  alcoholism  as  a disease.  Alcoholism  may  be  defined  as  a disease  at  multiple 
conceptual  levels.  Recognition  of  this  can  avert  futile  efforts  to  conceptualize  all  problems  related 
to  alcohol  at  only  one  level.  Diagnostic  evaluations  should  determine  appropriate  treatment  based 
on  the  alcoholic  syndrome,  personality  structure,  determinants  and  phase  of  the  syndrome,  and 
the  patient's  attitude. 

Contemporary  American  ambivalence  toward  alcoholism  is  reflected  in  a hesitancy  to  explore  the 
scientific  evidence  that  would  evaluate  the  question  of  abstinence  as  a desirable  condition  or  out- 
come of  therapy.  Few  reliable  conclusions  can  be  made  about  either  treatment  results  or  methods 
because  followup  studies  of  alcoholism  treatment  have  been  so  dissimilar.  Reported  improvement 
rates  have  varied  greatly,  while  the  widely  used  criterion  of  success — abstinence — may  be  a mis- 
leading way  to  measure  improvement.  Alcoholism  treatment  studies  show  a need  for  a clearer 
definition  of  the  relationship  between  therapy  and  abstinence  and  the  effect  of  different  treatments. 
An  examination  of  several  studies  allows  some  tenuous  conclusions.  Among  these  are  that  a return 
to  drinking  occurs  in  a significant  number  of  treated  alcoholics  and  that  less  than  total  rehabilita- 
tion may  be  the  most  reasonable  therapeutic  goal  in  many  cases.  Moreover,  abstinence  as  a 
required  condition  for  successful  treatment  is  misleading  because  it  may  be  maintained  at  tin- 
expense  of  total  life  functioning,  as  evidenced  in  some  Alcoholics  Anonymous  abstainers.  Personal- 
ity deterioration  also  may  follow  abstinence. 

Thus,  abstinence  should  be  placed  in  appropriate  perspective  along  with  other  parameter-, 
health  and  adaptation.  The  therapeutic  efficacy  of  brief,  relatively  superficial  therapy  indie. m--. 
the  need  for  an  evaluation  of  the  nature  of  psychodynamic  alterations  that  cause  such  impn.y- 
ment. 
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SUBSTANCES  STUDIED:  Alcohol;  tranquilizers;  antidepressants;  LSD; 

antitrichomonad  drug;  disulfiram;  barbiturates; 
stimulants;  methadone 


TREATMENT  MODE: 


SAMPLE  TYPE: 


SAMPLE  SIZE: 


Psychotherapy;  group  psychotherapy;  family 
therapy;  behavior  therapies;  Alcoholics 
Anonymous;  general  hospital  units;  halfway 
houses;  alcoholism  information  and  referral 
centers;  outpatient  ambulatory  detoxification; 
drug  therapy 

Alcoholics  in  treatment;  preadolescent  children; 
children  of  alcoholic  parents;  adolescents; 
aged;  women  with  alcoholism;  ethnic  populations; 
alcoholics  treated  for  somatic  complaints  in 
general  hospitals;  skid-row  alcoholics 

Not  applicable 


SEX/AGE: 

ETHNICITY: 


Not  applicable 
Not  applicable 


LOCALE: 


Not  applicable 


METHODOLOGY: 


Theoretical /critical  review;  literature  review 


INSTRUMENTS  USED:  Not  applicable 

DATE(S)  CONDUCTED:  Not  applicable 


NO.  OF  REFERENCES:  93 


In  the  past  10  years,  major  advances  have  been  made  in  the  scientific  understanding  of  alcohol- 
ism, yet  only  limited  change  has  occurred  in  the  everyday  operation  of  treatment  programs. 

The  different  needs  of  different  types  of  alcoholic  patients  have  been  clarified.  A reassessment 
of  drinking  goals  has  occurred,  with  the  possibility  of  limited  or  even  normal  drinking  for  some 
alcoholics.  Some  new  elements  of  the  delivery  system  have  been  developed,  such  as  general  hos- 
pital alcoholism  units,  alcoholism  information  and  referral  centers,  and  detoxication  services. 
Differential  diagnosis  and  treatment  have  been  conceptually  established,  but  no  precise  clincial 
procedures  have  yet  been  devised  to  apply  the  concepts.  Most  treatment  is  still  provided  on  a 
clinical  ad  hoc  basis — treatment  methods  are  based  on  personal  preference  and  experience  rather 
than  replicable  test  data  on  procedures.  Uses  and  misuses  of  drug  therapy  are  discussed.  In 
drug  therapy  of  alcoholism,  there  have  been  wide  misuses  of  drugs  such  as  disulfiram,  which 
while  useful  in  appropriate  conditions,  has  been  widely  inappropriately  prescribed.  Alcoholic 
patients  in  treatment  have  developed  mixed  dependencies  as  a consequence  of  being  prescribed 
drugs. 

Psychotherapy  has  not  received  much  systematic  attention  but  may  be  of  promise.  Behavioral 
methods  of  treatment  are  the  most  important  recent  development.  The  negativistic  attitude  of 
professionals  remains  a major  obstacle  to  effective  treatment,  and  establishing  an  effective  work- 
ing collaboration  between  professionals  and  paraprofessionals  is  a new  challenge  to  the  field  of 
treatment.  The  field  is  currently  dominated  by  paraprofessionals  who  use  a base  of  "folk  science," 
contrasted  to  professionals  who  approach  alcoholism  from  a base  of  "academic  science."  Recent 
evaluation  studies  of  treatment  have  improved  dramatically. 
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Penk,  W.E.;  Charles,  H.L.;  and  Van-Hoose,  T.A.  Comparative  effectiveness  of  day  hospital 
and  inpatient  psychiatric  treatment.  Journal  of  Consulting  and  Clinical  Psychology,  46(1): 
94-101,  1978. 


SUBSTANCES  STUDIED:  Not  applicable 

TREATMENT  MODE:  Day  hospital  psychiatric  and  inpatient  psychiatric 

SAMPLE  TYPE:  Psychiatric  unit  patients;  community 

informants  (relatives  and  friends) 


SAMPLE  SIZE: 
SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


127 

Patients'  average  age:  32;  sex  not  specified 
Not  specified 
Southwest  metropolis 
Comparative  study 

Personal  Adjustment  and  Role  Skills  Scale 

1972 

14 


The  study  compared,  from  the  perspective  of  relatives  and/or  friends  close  to  the  client,  the 
differential  effectiveness  of  day  hospital  treatment  and  inpatient  psychiatric  treatment. 

The  experiment  used  a modified  form  of  the  pretreatment-posttreatment  control  group  design. 
Subjects  were  compared  for  outcome  differences  on  the  same  set  of  multiple  measures  of  psycho- 
social functioning  based  on  ratings  by  relatives  and  friends  assessing  clients'  home  and  community 
adjustment  before  and  after  treatment.  Treatment  outcome  was  measured  by  the  Personal  Adjust- 
ment and  Role  Skills  Scale  (PARS).  PARS  was  given  to  community  informants  for  the  24  day 
hospital  clients  (the  experimental  group),  24  inpatient  clients  (the  primary  control  group)  matched 
for  relevant  demographic  characteristics,  and  a second  "unmatched"  control  group  of  79  subjects. 
The  study  analyzed  seven  scales:  interpersonal  interaction,  agitation-depression,  anxiety,  con- 

fusion, alcohol  and/or  nonprescribed  drug  use,  social  activity,  and  employment.  Both  treatment 
settings  had  similar  programmatic  activity.  Time  spent  in  the  unit  was  the  main  difference 
between  the  two  settings. 

Matched  day  hospital  and  inpatient  samples  combined  showed  significant  gains  2 months  after 
treatment  for  the  measures  of  symptoms  but  not  instrumental  role  skills.  The  unmatched  inpatient 
sample  showed  less  magnitude  in  change  than  either  of  the  matched  groups  and  sustained  a sig- 
nificant loss  in  employment.  The  three  groups  did  not  differ  in  univariate  and  multivariate 
comparisons  on  pre-PARS  scores,  but  the  day  hospital  sample  obtained  significantly  higher  post- 
PARS  employment  and  social  activity  scores. 

The  evidence  suggests  a more  favorable  outcome  under  the  day  hospital  condition.  Moreover, 
the  day  hospital  approach  costs  less  than  inpatient  treatment. 
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SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Hospitalization;  psychiatric  treatment;  psychotropic 

medication;  Alcoholics  Anonymous;  alcohol  education 

SAMPLE  TYPE:  Alcoholics  previously  in  treatment 

SAMPLE  SIZE:  225 


SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Both  sexes;  age  range:  16  to  74;  mean:  43.5 

White  (97  percent) 

Belle  Mead,  New  Jersey 

Clinical  observation;  longitudinal  study 

Psychological  test  battery;  Global  Rating 
of  Drinking  and  Adjustment  Status;  interviews 


DATE(S)  CONDUCTED:  1972-77 

NO.  OF  REFERENCES:  10 


Drinking  status  and  life  adjustment  were  assessed  each  year  for  4 years  after  treatment  in  a 
100-percent  followup  to  provide  a comprehensive  profile  of  the  natural  course  of  events  after 
alcoholism  treatment.  The  Addiction  Recovery  Unit  (ARU)  at  the  Carrier  Foundation  (New  Jersey) 
is  an  inpatient  program  housed  within  a private  psychiatric  hospital.  Some  150  men  and  75 
women  admitted  to  the  ARU  program  in  1 972  and  1973  participated  in  a 4-year  followup  study. 
They  ranged  in  age  from  16  to  74.  They  were  primarily  Caucasian  and  of  mixed  socioeconomic 
status.  Subjects  were  given  a battery  of  psychological  tests  at  the  beginning  and  end  of  the 
study  period.  At  each  yearly  anniversary  of  their  discharge,  patients  had  an  interview  with  a 
social  worker.  Although  based  on  a structured  format  of  questions,  the  interview  itself  was 
informal  and  unstructured  so  that  the  social  worker  could  assess,  via  clinical  judgment,  the  drink- 
ing status  and  overall  adjustment  of  the  patient.  A substantial  percentage  of  patients  were  able 
to  maintain  abstinence  and  show  an  overall  good  life  adjustment  throughout  the  4 years.  Fur- 
thermore, if  this  status  was  maintained  for  2 consecutive  years  after  discharge,  it  was  likely  to 
be  maintained  for  the  next  2 years.  Consistent  drinking  over  the  4-year  period  occurred  in 
only  a small  percentage.  More  typically,  a periodic  drinking  pattern  emerged.  Very  few  indi- 
viduals were  able  to  drink  without  any  problems.  Regular  Alcoholics  Anonymous  attendance  for 
4 years  after  treatment  was  significantly  related  to  maintaining  abstinence  over  the  4-year  period, 
but  other  posttreatment  interventions  were  not. 
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Poulos,  C.J.  What  effects  do  corrective  nutritional  practices  have  on  alcoholics?  Orthomolecular 
Psychiatry,  10(1  ) : 6 1 —6  4 , 1981  . 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Dietary  corrections;  vitamin  therapy 
Alcoholics;  nonalcoholics 
40 

Not  specified 
Not  specified 
Not  specified 
Comparative  study 

Laboratory  reports/examinations;  interviews; 
Hoffer  Osmond  Diagnostic  Test;  Minnesota 
Multiphasic  Personality  Inventory 

Not  specified 

None 


Alcoholics  are  apparently  nutritionally  depleted  to  the  point  that  bringing  their  nutrients  to  the 
levels  of  recommended  dietary  allowances  results  in  both  subjective  and  objective  changes.  Data 
came  from  a double-blind  crossover  study.  Ten  alcoholics  received  a diet  corrected  to  meet  all 
the  recommended  daily  allowances  in  the  new  basic  American  Diabetes  Diet  guidelines.  Vitamin 
B complex  was  given  where  serum  tests  showed  deficiencies.  The  subjects  did  not  receive  mega- 
doses, however.  A second  group  of  10  alcoholics  received  placebos  along  with  a diet  corrected 
to  recommended  daily  allowances.  Prior  physical  examinations  showed  that  both  groups  were 
essentially  normal,  with  only  slight  deviations  of  the  liver  profile  due  to  alcohol.  Every  2 weeks 
the  subjects  completed  a battery  of  psychological  tests,  such  as  the  Hoffer  Osmond  Diagnostic 
Test  and  the  Minnesota  Multiphasic  Personality  Inventory.  After  90  days,  the  subjects  receiving 
the  vitamin  B supplements  reported  having  more  energy  and  less  confusion.  They  felt  "mellow." 
The  psychological  test  and  a nutrient  test  also  showed  improvement.  The  placebo  group  had 
essentially  no  improvement,  except  that  two  subjects  stated  that  they  had  more  energy.  The 
two  groups  were  then  switched  for  90  days.  The  former  supplemented  group  deteriorated  to  its 
original  level,  while  the  former  placebo  group  improved  to  normal  levels  on  all  tests.  A control 
group  of  nonalcoholics  with  no  dietary  deficiencies  went  through  the  same  procedure.  The  group 
receiving  vitamins  reported  more  energy.  All  tests  remained  normal,  and  no  other  differences 
were  noted  in  the  two  groups.  The  supplementary  and  dietary  regimen  made  group  therapy,  more 
productive  for  the  alcoholics,  according  to  the  psychologist  and  counselors. 
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Reyes,  E.  , and  Miller,  W.R.  Serum  gamma-glutamyl  transpeptidase  as  a diagnostic  aid  in  problem 
drinkers.  Addictive  Behaviors,  5:59-65,  1980. 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Controlled  drinking  treatment  program 

SAMPLE  TYPE:  Problem  drinkers 

SAMPLE  SIZE:  41 


SEX/AGE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


16  female,  25  male;  average  age:  45; 
range:  26-65 

Not  specified 

Albuquerque,  New  Mexico 
Longitudinal  study 


INSTRUMENTS  USED:  Laboratory  reports/examinations;  interviews; 

self-reports;  reports  of  significant  others; 
Michigan  Alcoholism  Screening  Test; 

Marlatt's  Drinking  Profile 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  13 


Blood  samples  of  41  participants  in  a controlled  drinking  treatment  program  (16  female  and  25 
male)  were  assayed  for  gamma-glutamyl  transpeptidase  (GCTP)  and  glutamic-oxalacetic  transaminase 
(SGOT)  activities.  Information  on  individual  drinking  habits  was  also  obtained.  Self-reports 
were  verified  through  systematic  interviews  of  significant  others.  Drinking  habits  and  enzyme 
activities  were  compared  at  onset  and  at  3 months  and  12  months  following  termination  of  the 
program.  At  the  onset  of  the  study,  5 percent  of  the  subjects  exhibited  CGTP  activities  within 
the  normal  range;  however,  at  3 and  12  months  enzyme  activities  of  an  increased  number  of  par- 
ticipants— 33  percent  and  35  percent,  respectively — fell  within  normal  range.  The  best  predictors 
of  GGTP  were  variables  related  to  alcohol  consumption,  although  the  relationship  was  not  strong. 
The  correlation  between  SGOT  and  GGTP  activity  was  strong  at  all  points. 

Con  A chromatography  was  used  to  examine  binding  characteristics  of  serum  GGTP.  Multiple 
forms  of  the  enzyme  GGTP  were  present  in  heavy  consumers  of  alcohol,  indicating  that  an  iso- 
enzyme is  responsible  for  elevated  GGTP  levels  in  heavy  drinkers.  This  secondary  enzyme  dis- 
appeared as  alcohol  consumption  decreased.  SGOT  and  GGTP  can  be  valuable  screening  aids. 
They  can  indirectly  reflect  the  current  status  of  the  liver,  and  are  thus,  valuable  for  diagnostic 
determination  of,  for  example,  appropriate  treatment  programs.  However,  they  are  relatively 
poor  indicators  of  specific  consumption  levels.  Levels  of  GGTP  may  permit  verification  of  total 
abstinence  over  several  weeks. 


236 


Robson,  R.A.H.;  Paulus,  I.;  and  Clarke,  G.G.  An  evaluation  of  the  effect  of  a clinic  treatment 
program  on  the  rehabilitation  of  alcoholic  patients.  Quarterly  Journal  of  Studies  on  Alcohol, 
26:264-278,  1965. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 

SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Individual  counseling;  group  therapy;  medical 
care;  psychiatric  assessment;  psychometric  testing 

Alcoholics 

200  (interviews  with  155) 

Males 

Not  specified 

Vancouver,  British  Columbia 
Descriptive  study 
I nterviews 
1959-63 
8 


A followup  study  of  200  alcoholic  patients  evaluated  treatment  consisting  of  individual  counseling, 
group  sessions,  and  medical  care  for  all  and  residential  care,  psychiatric  assessment,  and  psycho- 
metric testing  for  selected  cases.  The  100  patients  in  the  experimental  group  had  an  average 
of  16  treatment  sessions,  while  the  100  in  the  untreated  control  group  had  an  average  of  2.5 
sessions.  Interviews  were  conducted  with  155  of  the  200  subjects  between  10  and  46  months  after 
the  patients'  first  contact  with  the  clinic.  The  patients  in  the  experimental  group  were  judged 
better  motivated,  acknowledged  more  serious  drinking  problems,  and  had  more  contact  with  Alco- 
holics Anonymous  following  attendance  at  the  clinic.  According  to  the  patients'  own  estimates, 

72  percent  of  the  experimental  group  and  61  percent  of  the  control  group  showed  improvement 
in  drinking  behavior;  interviewers  assessed  58  percent  and  39  percent,  respectively.  Patients 
and  interviewers  also  assessed  changes  in  health,  work,  family,  social  functioning,  and  insight. 
Overall  improvement  was  noted  in  60  percent  of  the  treated  patients,  contrasted  with  42  percent 
of  the  control  group,  a greater  rate  of  approximately  20  percent.  However,  7 percent  of  the 
higher  rate  of  rehabilitation  for  the  experimental  group  was  due  to  greater  motivation  and  attend- 
ance at  Alcoholics  Anonymous.  Treatment  alone  increased  rehabilitation  rates  by  between  10  and 
15  percent.  Among  those  who  did  not  have  regular  contact  with  Alcoholics  Anonymous,  treatment 
had  the  effect  of  increasing  rehabilitation  by  about  20  percent.  For  regular  attenders  of  Alcohol- 
ics Anonymous,  additional  treatment  did  not  enhance  the  rehabilitation  rates. 
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Saxe,  L.;  Dougherty,  D.;  Esty,  K.;  and  Fine,  M.  Health  Technology  Case  Study  22:  The  Effec- 
tiveness and  Costs  of  Alcoholism  Treatment.  Washington,  D.CT:  Congress  of  the  United 
States,  Office  of  Technology  Assessment,  1983 . 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE: 


SAMPLE  TYPE: 
SAMPLE  SIZE: 
SEX/AGE: 
ETHNICITY: 
LOCALE: 


Group  therapy;  family  therapy;  behavior 
therapy;  mood-altering  drugs;  sensitizing 
agents;  chemical  aversion  therapy; 
Alcoholics  Anonymous 

Alcoholics 

Not  applicable 

Not  applicable 

Not  applicable 

Not  specified 


METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Theoretical /critical  review;  literature  review 
Not  applicable 
Not  applicable 
353 


Despite  methodological  limitations,  available  research  evidence  indicates  that  any  treatment  of 
alcoholism  is  better  than  no  treatment.  Most  treatments  for  which  some  evidence  exists  seem  to 
be  effective  for  at  least  some  patients  under  some  conditions.  Croup  therapy,  family  therapy, 
some  kinds  of  behavior  therapy,  mood-altering  drugs,  sensitizing  agents,  and  chemical  aversion 
therapy  have  all  produced  positive  results.  Little  evidence  exists  for  the  superiority  of  either 
inpatient  or  outpatient  care  alone,  although  the  importance  of  continuing  aftercare  following 
short-term  intensive  rehabilitation  has  been  shown  in  some  research.  Available  cost-benefit  anal- 
yses indicate  that  the  costs  of  not  providing  treatment  may  be  greater  than  the  costs  of  providing 
such  treatment.  Treatment  produces  significant  reductions  in  medical  care  use  and  time  lost  due 
to  illness.  Available  studies  of  cost  effectiveness  indicate  that  hospital-based  inpatient  care  costs 
significantly  more  for  equivalent  outcome  than  does  outpatient  care  or  care  in  nonmedical  settings. 
Reimbursement  formulas  have  generally  encouraged  the  use  of  inpatient,  medically  based  treatment 
for  alcoholism,  even  though  it  is  not  necessarily  more  effective  than  nonmedical  inpatient  or  out- 
patient treatment.  The  new  Medicare  regulations  and  other  developments  in  treatment  financing 
may  increase  the  efficiency  of  the  treatment  system. 
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Schuckit,  M.A.;  Morrison,  C.R.;  and  Cold,  E.O.  A pragmatic  alcoholism  treatment  outcome  scale. 
American  Journal  on  Drug  and  Alcohol  Abuse,  1 0(1  ):  1 25-131  , 1984. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Alcohol  Treatment  Program 
Alcoholics  after  treatment 
369 

Male;  age  not  specified 
Not  specified 
San  Diego,  California 
Longitudinal  study 

Structured  intake  and  followup  questionnaires 

1979-81 

9 


To  fill  a need  for  a measure  of  outcome  unrelated  to  level  of  abstinence,  a pragmatic  tool  was 
developed  to  quantify  the  level  of  functioning  in  nine  life  areas  during  the  12  months  following 
alcoholism  treatment.  The  patient's  level  of  functioning  12  months  prior  to  treatment  was  con- 
trasted to  the  12  months  following  treatment.  The  instrument  was  applied  to  369  alcoholic  men 
and  resource  persons.  The  subjects  were  a consecutive  series  of  male  alcoholics  entering  the 
Alcohol  Treatment  Program  at  the  San  Diego  Veterans  Administration  Medical  Center  (California) 
during  the  14  months  beginning  in  February  1979.  Both  the  intake  and  followup  interviews  were 
highly  structured  instruments  establishing  demography,  drug  and  alcohol  use,  and  problem  his- 
tories; documenting  age  of  first  use  and  first  problem;  and  the  number  of  difficulties  in  each 
area.  Questions  also  reviewed  psychiatric  disorders  including  alcoholism,  drug  abuse,  primary 
affective  disorder,  schizophrenia,  and  the  antisocial  personality.  The  followup  interviews  con- 
tained 68  outcome  questions  divided  into  9 areas.  The  face  validity  of  the  followup  scales  was 
relatively  high.  The  instrument  was  easy  to  administer,  taking  15  to  20  minutes,  and  the  results 
correlated  highly  with  level  of  abstinence  and  with  a global  outcome  evaluation. 
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Seixas,  F.A.  Predictors  of  alcoholism.  In:  Maycut,  M.O.,  ed . Biomedical  Research  in  Alcohol 
abuse  Problems.  Ottawa,  Canada:  National  Health  and  Welfare,  1975. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Not  applicable 
Alcoholics;  dogs;  rats 
Not  applicable 
Not  applicable 
Not  applicable 
Not  specified 
Literature  review 
Not  applicable 
Not  applicable 
32 


Various  physical  and  chemical  tests  may  help  improve  the  early  recognition  of  alcoholism,  although 
no  clear-cut  and  accepted  test  exists  to  identify  someone  who  will  later  develop  alcoholism. 
Benjafield  and  Rutter  have  associated  alcoholism  with  defects  in  carbohydrate  metabolism  and 
glycogen  synthesis  and  breakdown,  hyperadrenalism , Cushings  or  adrenogenital-like  syndromes, 
and  defects  in  tyrosine  and  tryptophan  metabolism  and  dermatoglyphics.  Carney  found  high  serum 
folate  levels  in  patients  with  early  alcoholism.  Merry  and  Marks  found  that  alcohol  affected 
adrenal  hormones.  Naitoh  and  Docter  found  a low  alpha  wave  frequency  in  the  electroencepha- 
lograms of  prealcoholics.  Others  found  high  uric  acid  levels  in  the  blood  and  electrolyte  abnor- 
malities as  indicators  of  heavy  alcohol  use.  Ellis's  study  in  dogs  indicated  that  central  nervous 
system  dependence  parallels  the  development  of  liver  adaptation  to  alcohol.  Other  researchers 
have  focused  on  genetic  mechanisms  and  on  developmental  influences  in  early  childhood.  Studies 
of  developmental  factors  have  numerous  methodological  problems,  however. 
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Silberfeld,  M.,  and  Glaser,  F.B.  Use  of  the  life  table  method  in  determining  attrition  from  treat- 
ment. Journal  of  Studies  on  Alcohol,  39(9) : 1 582-1  590,  1 978. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol;  drugs 
Outpatient  treatment 

Outpatients  who  were  alcohol  or  drug  abusers 
1 ,406 

Both  sexes;  age  not  specified 
Not  specified 
Toronto,  Canada 
Longitudinal  study 
Program/clinical  statistics 
October  1974  to  March  1976 
17 


Life-table  analysis  of  attendance  at  an  outpatient  clinic  for  treating  alcoholism  indicated  levels  of 
attrition  similar  to  those  reported  by  followup  and  other  studies  of  treatment  for  drug  dependence. 
The  method  was  used  with  the  records  of  appointments  kept  by  outpatients  at  the  Addiction 
Research  Foundation  Clinical  Institute  in  Toronto,  Ontario,  for  the  period  between  October  1974 
and  March  1976.  It  was  assumed  that  3 months  of  attendance  was  the  minimum  period  of  attend- 
ance needed  for  treatment  to  have  been  completed.  Cumulative  rates  of  attrition  for  each  period 
of  followup  were  determined  for  all  patients  and  for  patients  grouped  by  sex,  misused  substance, 
and  age.  The  attrition  rate  for  the  more  than  1 ,400  patients  who  registered  in  the  outpatient 
clinic  was  83  percent  for  the  first  3 months  of  patient  contact  and  95  percent  for  the  year.  While 
attrition  was  most  marked  during  the  initial  period  of  contact,  significant  attrition  also  took  place 
after  3 months.  Some  of  the  attrition  may  have  been  to  other  hospital  services.  The  attrition 
rates  were  the  same  for  all  patients  regardless  of  age,  sex,  or  misused  drug.  The  attrition  rate 
was  similar  to  that  found  in  studies  of  treatment  for  drug  dependence.  With  appropriate  qualifi- 
cations, rates  of  attrition  may  be  viewed  as  measures  of  treatment  outcome.  The  life-table  method 
is  a relatively  rapid  and  inexpensive  method  that  may  serve  both  to  focus  studies  of  outcome  of 
alcoholism  treatment  and  to  indicate  the  point  at  which  these  studies  are  likely  to  be  most  pro- 
ductive. 
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Skinner,  H.A.;  Jackson,  D.N.;  and  Hoffmann,  H.  Alcoholic  personality  types:  Identification 
and  correlates.  Journal  of  Abnormal  Psychology,  83(6) : 65 8—666 , 1 974. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 


Alcohol 

Not  applicable 
Hospitalized  alcoholics 
282 

Males;  mean  age:  44.9 
White 

Willmar,  Minnesota 
Multivariate  analysis 

Minnesota  Multiphasic  Personality  Inventory; 
Differential  Personality  Inventory 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  23 


There  are  many  distinct  types  of  alcoholics  who  differ  widely  in  personality  and  psychopathology. 
Study  data  came  from  282  white  male  psychiatric  patients  consecutively  admitted  to  the  Minnesota 
State  Hospital  in  Willmar,  Minnesota,  for  treatment  of  acute  alcoholism.  All  patients  were  tested 
using  the  Differential  Personality  Inventory  and  the  Minnesota  Multiphasic  Personality  Inventory, 
with  testing  occurring  during  the  second  week  following  admission  to  avoid  influences  of  alcohol 
withdrawal.  Using  a sequential  factor-analytic  strategy,  eight  bipolar  typal  dimensions  that 
defined  one  cluster  of  persons  at  each  pole  of  each  dimension  were  identified.  Types  1 and  2 
are  the  most  important  in  the  study,  as  they  constitute  over  37  percent  of  the  sample.  Some  of 
the  characteristics  of  each  bipolar  type  are  listed  as  follows:  (1)  Blunted  affect  and  denial 

behavior  (low  scorers)  contrasted  with  acute  anxiety  (high  scorers),  (2)  hypochondriacal  preoccu- 
pation (low)  contrasted  with  antisocial  attitudes  (high),  (3)  neurotic  depression  (low)  contrasted 
with  hallucinations,  hostility  (high),  (4)  hostile  paranoid  (low)  contrasted  with  neurotic  disorga- 
nization (high),  (5)  interpersonal  conflict  and  depression  (low)  contrasted  with  neurotic  disorga- 
nization (high),  (6)  impulsive,  markedly  disturbed,  with  unstable  moods,  visions,  hearing  voices 
(low)  contrasted  with  hostile  and  sadistic  (high),  (7)  disorganized  and  hallucinatory  (low)  con- 
trasted with  insomnia,  mood  fluctuation  (high),  (8)  irritable,  lack  of  insight,  paranoid  (low) 
contrasted  with  impulsive,  sadism,  somatic  complaints  (high).  Prior  research  with  a variety  of 
psychiatric  groups  showed  marked  correspondence  with  the  profiles  estimated  for  the  eight  common 
types.  This  typology  may  prove  useful  during  hospital  intake  for  classifying  and  then  channeling 
patients  into  optimal  treatment  programs  or  for  testing  individuals  at  a preaddiction  stage  and 
designing  appropriate  preventive  therapy. 
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Skinner,  H.A.,  and  Sheu,  W-J . Reliability  of  alcohol  use  indices:  The  Lifetime  Drinking  History 
and  the  MAST.  Journal  of  Studies  on  Alcohol,  43 ( 1 1 ):  1 1 57-1  1 70 , 1982. 


SUBSTANCES  STUDIED:  Alcohol 

TREATMENT  MODE:  Initial  assessment:  outpatient  basis,  before 

assignment  to  a variety  of  treatment  programs 

SAMPLE  TYPE:  Problem  drinkers  in  treatment 


SAMPLE  SIZE:  83 


SEX/AGE: 
ETHN  ICITY: 


Both  sexes  (78  percent  male); 
age  range:  16  to  58;  mean:  33 

Not  specified 


LOCALE: 


Toronto,  Canada 


METHODOLOGY:  Longitudinal  study 

INSTRUMENTS  USED:  Michigan  Alcoholism  Screening  Test;  Lifetime 

Drinking  History;  VVechsler  Adult  Intelligence 
Scale;  Visual  Retention  Test;  Basic  Personality 
Inventory;  breath  analyzer 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  15 


Factors  that  influence  test-retest  reliability  were  examined  for  the  Michigan  Alcoholism  Screening 
Test  (MAST)  and  for  the  Lifetime  Drinking  History  (LDH),  a structured  interview  that  quantifies 
lifetime  patterns  of  alcohol  consumption.1  The  study  also  addressed  the  questions  of  whether 
certain  aspects  of  a drinking  history  could  be  more  easily  addressed  than  others,  and  whether 
there  were  personal  characteristics  predictive  of  consistent  drinking  histories.  The  sample  con- 
sisted of  83  randomly  selected  individuals  with  alcohol-related  problems  who  voluntarily  sought 
help  at  the  Clinical  Institute  of  the  Addiction  Research  Foundation  in  Toronto,  Canada.  They 
ranged  in  age  from  16  to  58  years  old,  and  the  majority  were  men.  Subjects  were  tested  twice, 
at  an  average  interval  of  4.8  months.  On  both  occasions,  subjects  completed  the  MAST,  a self- 
report  instrument,  and  the  LDH,  a structured  interview.  In  the  initial  assessment  only,  various 
demographic  variables  were  recorded,  subjects  completed  several  tests  of  intellectual  function, 
and  blood  alcohol  concentration  was  measured. 

The  reliability  estimate  for  the  LDH  lifetime  duration  of  drinking  was  high  at  .94.  Test-retest 
correlation  for  the  MAST  study  was  .84,  comparable  to  the  LDH  lifetime  total  volume  consumed, 
.80.  The  reliability  of  total  MAST  scores  was  strong  across  different  settings;  however,  subject- 
were  more  consistent  with  objective  than  subjective  items.  In  contrast  to  the  reliability  estimates 
for  the  LDH  total  lifetime  drinking,  which  were  moderately  to  fairly  highly  reliable,  the  estimates 
for  the  phase  just  prior  to  entering  treatment  were  just  moderate. 

Data  revealed  a reasonably  high  degree  of  reliability  in  the  assessment  of  lifetime  patterns  m 
alcohol  use.  Patients  generally  provided  consistent  responses  to  items  describing  drinking- 
related  problems.  However,  objective  events  or  consequences  of  alcohol  misuse  were  assessed 
more  reliably  than  the  subjects'  subjective  recognition  of  their  own  alcohol  misuse.  Recall  : 
the  pretreatment  drinking  phase  was  less  accurate.  Of  various  personal  characterist i<  ■ • 

might  prove  valuable  for  identifying  inconsistent  respondents,  the  degree  of  neuropsy<  L'T  > a.  ,, 
impairment  and  social  stability  were  the  most  promising  predictors. 


'Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  h .n  c ■ 1 , • ■ 
further  discussion  of  the  Lifetime  Drinking  History  and  the  MAST. 
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Skoloda,  T.E.;  Alterman,  A.I.;  Cornelison,  F.S.,  Jr.;  and  Gottheil,  E.  Treatment  outcome  in 
a drinking-decisions  program.  Journal  of  Studies  on  Alcohol,  36 ( 3 ): 365-380 , 1975. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Hospitalization 

Alcoholic  veterans  in  treatment 
98 

Males;  age  range:  23  to  57 
70  white;  26  black;  2 other 
Coatesville,  Pennsylvania 
Longitudinal  study 

The  Six-Month  Follow-up  Questionnaire1 
Not  specified 
32 


The  Fixed  Interval  Drinking  Decisions  program  is  a unique  treatment  model  in  which  alcoholics 
undergoing  treatment  are  provided  with  repeated  opportunities  to  make  decisions  about  whether 
or  not  to  drink  available  alcohol.  They  are  neither  punished  nor  rewarded  for  these  decisions. 
An  examination  was  made  of  the  relationship  between  the  drinking  decisions  of  91  patients  who 
completed  a 6-week  intensive  treatment  closed  ward  program  and  posttreatment  outcome.  Subjects 
were  all  male  alcoholic  veterans  between  the  ages  of  23  and  57.  Data  on  treatment  outcome  are 
based  on  the  response  to  a followup  questionnaire.  Informants  provided  26  of  the  responses 
and  65  came  from  the  patients;  the  two  sources  of  data  were  combined  in  the  analysis.  The 
majority  of  patients  reported  a considerable  reduction  in  the  frequency  of  drinking  and  intoxica- 
tion and  described  some  improvement  in  psychosocial  functioning,  as  indicated  by  family  relation- 
ships and  general  feeling  state.  Improvement  did  not  extend  to  vocational  status.  Patients  who 
did  not  drink  during  the  course  of  treatment  showed  a greater  reduction  in  drinking  and  fre- 
quency of  intoxication  than  did  patients  who  drank  during  the  program.  Moderate  and  heavy 
program  drinkers  did  not  differ  in  their  drinking  behavior  following  treatment.  While  drinking 
behavior  in  the  program  was  found  to  be  related  to  drinking  behavior  during  the  followup  period, 
it  generally  failed  to  predict  psychosocial  functioning;  family  relationships  were  the  one  exception 
to  this  rule.  Improved  psychosocial  functioning  was  generally  found  to  be  related  to  less  drink- 
ing during  the  followup  period. 


'Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for  a 
further  discussion  of  the  Six-Month  Follow-up  Questionnaire. 
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Smart,  R.G.  Characteristics  of  alcoholics  who  drink  socially  after  treatment.  Alcoholism:  Clinical 
and  Experimental  Research,  2(1): 49—5 2 , 1978. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 
SAMPLE  TYPE: 


Hospitalization;  outpatient  psychotherapy; 
drug  therapy 

Alcoholics 


SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 

METHODOLOGY: 


1 ,091 

Both  sexes;  age  not  specified 

White  (98  percent),  Indian  (1.6  percent), 
black  (0.3  percent) 

Ontario,  Canada 

Longitudinal  study 


INSTRUMENTS  USED:  Questionnaires;  Alcoholic  Involvement  Scale; 

Problems  Due  to  Drinking  Scale;  Physical 
Health  Scale;  Marital  Stability  Scale;  Social 
Stability  Scale;  Motivation  for  Treatment 
Scale;  Attitude  Toward  Abstinence  Treat- 
ment Scale;  Self-Satisfaction  Scale;  Isolation 
From  Interests  Scale;  Isolation  From 
People  Scale 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  15 


Of  1,091  alcoholics  studied  to  determine  the  differences  among  groups  of  alcoholics  who  become 
social  drinkers,  abstain  from  drinking,  or  remain  nonsocial  drinkers  after  treatment,  those  who 
become  social  drinkers  are  less  serious  alcoholics  with  more  social  and  other  supports.  Clients 
classified  as  true  social  drinkers  were  those  who  experienced  no  benders,  whose  alcoholic  involve- 
ment scores  were  less  than  or  equal  to  44  (the  mean  score  in  previous  research),  whose  average 
daily  consumption  was  less  than  or  equal  to  5 drinks,  and  who  had  not  been  intoxicated  at  all 
during  the  last  99  drinking  occasions.  Only  6.1  percent  of  those  treated  were  true  social  drink- 
ers and  7.5  percent  were  quasi-social  drinkers;  i.e.,  they  had  some  but  not  complete  control 
over  their  drinking  1 year  after  treatment.  The  largest  differences  were  in  terms  of  drinking- 
related  behaviors.  The  true  and  quasi-social  drinkers  had  lower  intake  scores  on  alcoholic 
involvement,  problems  due  to  drinking,  and  average  daily  consumption.  Scores  on  other  vari- 
ables, such  as  social  stability,  isolation,  and  satisfaction  with  life,  indicated  better  adjustment 
potential  for  social  drinkers  than  for  those  who  stayed  as  nonsocial  drinkers.  Results  of  this 
study  indicate  that  true  social  drinking  is  infrequent,  and  even  quasi-social  drinking  is  unusual 
in  treated  alcoholics.  Caution  should  be  expressed  about  any  effort  to  have  alcoholics  in  general 
become  social  drinkers. 
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Smart,  R.G.;  Finley,  J.;  and  Funston,  R.  The  effectiveness  of  post-detoxication  referrals: 
Effects  on  later  detoxication  admissions,  drunkenness  and  criminality.  Druq  and  Alcohol 
Dependence,  2:149-155,  1977. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE:  Detoxication  and  postdetoxication  facilities: 

halfway  house — informal  counseling,  group 
therapy.  Alcoholics  Anonymous;  long-stay 
farm — work  skills;  outpatient  department — 
referrals  to  inpatient,  day  care,  or 
outpatient  care 

SAMPLE  TYPE:  Alcoholics  admitted  to  detoxication  facility 


SAMPLE  SIZE:  114 


SEX/ACE: 

ETHNICITY: 

LOCALE: 


Males;  mean  age  39 
Not  specified 
Toronto,  Ontario 


METHODOLOGY: 
INSTRUMENTS  USED: 
DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Longitudinal  study 
Police  records;  agency  records 
Not  specified 
3 


Referrals  to  treatment  facilities  from  detoxication  centers  appear  to  be  relatively  ineffective  in 
actually  getting  alcoholics  into  treatment.  Study  data  came  from  114  males  who  were  admitted  to 
a detoxication  center  in  Toronto,  Ontario,  and  who  were  willing  to  accept  a 3-month  referral  for 
further  treatment  at  a halfway  house,  a long-stay  farm,  or  an  outpatient  department.  A 6-month 
followup  focused  on  police  arrest  records,  criminal  convictions  other  than  drunkenness,  and 
records  from  the  treatment  facilities.  The  sample  consisted  mainly  of  middle-aged  skid  row  or 
chronic  drunkenness  offenders.  Only  about  60  percent  of  the  referrals  actually  arrived,  even 
when  firm  referrals  were  made  and  explained  to  the  detox  patients.  Those  arriving  and  not 
arriving  had  similar  background  characteristics.  Pretreatment  and  posttreatment  comparisons 
showed  no  posttreatment  decrease  in  detox  admissions,  arrests  for  drunkenness,  or  criminal  con- 
victions for  any  of  the  treatments.  However,  the  group  refusing  treatment  had  significantly 
more  detox  admissions  in  the  postdetox  period,  whereas  the  treated  group  did  not.  Few  of  the 
detox  patients  stayed  for  long  periods  of  rehabilitation  in  the  treatment  programs.  Data  provide 
little  cause  of  optimism  about  the  value  of  postdetoxication  referrals. 
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Sobell,  M.B.;  Maisto,  S.A.;  Sobell,  L.C.;  Cooper,  A.M.;  Cooper,  T.C.;  and  Sanders,  B. 
Developing  a prototype  for  evaluating  alcohol  treatment  effectiveness.  In:  Sobell,  L.C.; 
Sobell,  M.B.;  and  Ward,  E.,  eds.  Evaluating  Alcohol  and  Drug  Abuse  Treatment  Effective- 
ness.  New  York:  Pergatnon  Press,  1980.  Pp.  1 29-1  50. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/ACE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Alcohol 

Not  applicable 

Problem  drinkers  in  treatment 
48 

Young  adult  and  older  males 
(mean:  38  years) 

Not  applicable 

Nashville,  Tennessee 

Longitudinal  study;  multivariate  analysis 

Interviews;  time-line  followback 
interviewing  technique1 

Begun  in  October  1976 

27 


A demonstration  project  was  designed  as  a first  step  toward  developing  a flexible  treatment  out- 
come evaluation  system  that  could  be  used  by  both  alcohol  and  drug  clinical  treatment  programs. 
The  system  would  provide  meaningful  results  with  a minimal  investment  of  time  and  money.  Pre- 
liminary 3-month  followup  data  are  presented  as  a progress  report.  Subjects  were  48  clients 
receiving  outpatient  treatment  services  from  the  Dede  Wallace  Center  Alcohol  Programs  in  Nash- 
ville, Tennessee.  All  subjects  were  males  over  the  age  of  18,  with  an  average  age  of  38.  Two 
different  outpatient  treatment  lengths  and  two  different  types  of  followup  interviews  were  com- 
pared. The  majority  of  pretreatment  and  followup  data  were  derived  from  interviews  with  subjects 
and  their  collateral  informants.  The  most  important  feature  of  these  interviews  was  the  gathering 
of  drinking  behavior  data  using  a time-line  followback  interviewing  technique.  For  the  first  3 
months  of  followup,  it  appears  that  subjects  in  all  groups  substantially  diminished  their  drinking, 
particularly  their  excessive  drinking,  as  compared  to  the  year  preceding  their  entry  into  treat- 
ment. Various  types  of  multivariate  statistics  will  be  used  to  analyze  most  of  the  results.  Anal- 
yses of  the  data  will  aid  in  constructing  more  efficient  followup  assessment  instruments  and 
procedures  as  well  as  in  evaluating  the  cost  effectiveness  of  the  entire  followup  procedure. 


'Refer  to  volume  2 in  this  series.  Alcoholism  Treatment  Assessment  Research  Instruments,  for  ,> 
further  discussion  of  the  Time-Line  Followback  Asessment  Method. 
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Vaillant,  G.E.,  and  Milofsky,  E.S.  Natural  history  of  male  alcoholism.  IV.  Paths  to  recovery. 
Archives  of  General  Psychiatry,  39:1  27-133,  1982. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 

SAMPLE  TYPE: 
SAMPLE  SIZE: 


Natural  healing  processes;  Alcoholics 
Anonymous;  clinical  interventions 

Inner  city  nondelinquents 

400 


SEX/AGE: 

ETHNICITY: 


Males,  prospectively  studied 
from  age  14  to  47 

Many  first-generation  Americans  (no  blacks) 


LOCALE: 


Boston,  Massachusetts 


METHODOLOGY:  Longitudinal  study 

INSTRUMENTS  USED:  Childhood  Environmental  Strengths; 

Childhood  Environmental  Weaknesses; 

Boyhood  Competence  or  Success  at 
Erikson's  Stage  4 Tasks;  Health  Sickness 
Rating  Scale;  Sociopathy  Scale;  Social 
Competence;  DSM-III  scale;  Problem  Drinking 
Scale;  arrest  records;  clinic  records 


DATE(S)  CONDUCTED:  Not  specified 

NO.  OF  REFERENCES:  39 


A cohort  of  456  nondelinquent  inner  city  school  boys,  demographical ly  at  high  risk  for  alcoholism, 
were  prospectively  followed  in  an  effort  to  understand  naturalistically  the  recovery  process  in 
alcoholism.  The  sample  had  been  matched  with  456  Boston  youths  (the  Gluecks1  study)  who  had 
been  remanded  to  reform  school.  Subjects  were  reinterviewed  at  ages  25,  31,  and  47.  Complete 
drinking  histories  were  obtained  for  400  of  the  subjects.  Scales  used  by  clinicians  to  rate  par- 
ticipants included  Childhood  Environmental  Strengths,  Childhood  Environmental  Weaknesses,  Boy- 
hood Competence  on  Success  at  Erikson's  Stage  4 Tasks,  Health  Sickness  Rating  Scale,  Sociopathy 
Scale,  Social  Competence,  and  Problem  Drinking  Scale.  This  report  focuses  on  the  110  men  who 
met  the  criteria  for  alcohol  abuse.  Forty-nine  of  these  men  became  abstinent  for  1 year  or  more; 

11  of  the  49  relapsed  to  chronic  alcohol  abuse  after  at  least  a year  of  abstinence.  Eighteen  men 
who  had  only  a few  symptoms  of  alcohol  abuse  returned  to  problem-free  drinking.  Specific  clin- 
ical interventions  seemed  to  be  relatively  unimportant.  Forty-one  percent  of  the  abstinent  men 
attributed  their  remission  to  willpower.  Therapeutic  factors  underlying  this  perceived  willpower 
include  substitute  dependencies  for  alcohol;  some  kind  of  "naturalistic"  behavior  modification; 
discovery  of  a stable  source  of  increased  hope  and  self-esteem,  such  as  Alcoholics  Anonymous 
and  religion;  and  a new  close  relationship.  At  the  last  followup,  21  securely  abstinent  men 
seemed  nearly  as  free  from  psychosocial  pathology  as  those  men  for  whom  alcohol  abuse  had  never 
been  a problem.  Social  recovery  and  abstinence  were  closely  correlated,  as  were  stable  abstinence 
and  severity  of  alcohol  abuse.  The  success  of  natural  healing  processes  should  encourage  atten- 
tion to  these  forces. 
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Vannicelli,  M.,  and  Becker,  B.  Prediction  of  outcome  in  treatment  of  alcoholism:  A study  of 
staff  and  patients.  Journal  of  Studies  on  Alcohol,  42 ( 1 1 ): 938-950 , 1981. 


SUBSTANCES  STUDIED:  Alcohol;  disulfiram 

TREATMENT  MODE:  Hospitalization;  daily  group  therapy;  hall 

meetings;  didactic  groups;  educational  films; 
Alcoholics  Anonymous;  psychiatric  care; 
family  intervention;  aftercare 

SAMPLE  TYPE:  Alcoholics  and  treatment  staff 


SAMPLE  SIZE: 
SEX/ACE: 

ETHN  ICITY: 
LOCALE: 


100  alcoholics;  15  staff 

57  male  and  43  female  alcoholics; 
mean  age:  45.9 

Not  specified 

Belmont,  Massachusetts 


METHODOLOGY:  Longitudinal  study 

INSTRUMENTS  USED:  Patient  Characteristics  Battery;  Alcohol  History 

Questionnaire;  Control  Orientation  Scale; 
Q-Adjustment  Index;  Self-Esteem  Index; 
Psychiatric  Outpatient  Mood  Scale;  Symptom 
Intensity  Inventory;  Drinking  Adjustment 
and  Abstinence  Scales;  Role  Functioning 
Questionnaire;  Occupational  Adjustment  Scales; 
Prediction  Measure;  Aftercare  Measures 


DATE(S)  CONDUCTED:  July  1974  to  June  1975 

NO.  OF  REFERENCES:  22 


Staff  members  (9  mental  health  workers,  6 psychiatric  nurses)  of  an  inpatient,  5-week  alcoholism 
treatment  program  were  asked  to  prognosticate  the  outcome  in  100  patients  (43  women,  57  men) 
in  terms  of  drinking  behavior,  use  of  aftercare  provisions  of  the  program  and  role  performance 
(work,  social  life).  Patients  were  asked  to  make  the  same  predictions  about  themselves.  In  gen- 
eral, patients  were  better  at  predicting  future  drinking  behavior,  and  staff  did  better  at  pre- 
dicting postdischarge  role  functioning  and  use  of  aftercare.  The  prognoses  were  correlated  with 
followup  data  at  3,  6,  and  12  months.  The  drinking  behavior  of  the  patients  correlated  with 
their  own  predictions  at  12  months  but  not  at  3 and  6 months;  their  role  performances  did  not 
correlate  at  any  period;  their  use  of  aftercare  was  correlated  at  all  periods  but  with  declinin  j 
strength.  The  predictions  of  staff  were  not  correlated  with  the  patients'  drinking  behavior, 
but  did  correlate  with  role  functioning  at  1 year,  and  with  the  use  of  aftercare,  especially  at  i 
months.  There  was  little  association  between  the  predictions  of  staff  and  patients.  Staff  tended 
to  predict  according  to  the  characteristics  of  the  patients;  patients  tended  to  predict  in  line  witn 
their  own  motivations.  The  therapists'  expectations  apparently  had  little  influence  on  either  tie 
expectations  or  the  future  drinking  behavior  of  the  patients. 
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Walker,  R.D,;  Donovan,  D.M.;  Kivlahan,  D.R.;  and  O'Leary,  M.R.  Length  of  stay,  neuropsy- 
chological performance,  and  aftercare:  Influences  on  alcohol  treatment  outcome.  Journal  of 
Consulting  and  Clinical  Psychology,  51  (6) : 9 00—91  1 , 1983. 


SUBSTANCES  STUDIED:  Alcohol 


TREATMENT  MODE: 


SAMPLE  TYPE: 


Hospitalization;  milieu  therapy;  individual 
sessions  with  patient  coordinators;  educational 
and  didactic  sessions;  ski lls-training  groups 

Alcoholic  veterans 


SAMPLE  SIZE:  245 


SEX/AGE: 

ETHNICITY: 


LOCALE: 

METHODOLOGY: 


Males;  ages  not  specified 

Caucasian  (90.3  percent);  black  (7.3  percent); 
Native  American  (0.8  percent);  Hispanic  (1.6 
percent) 

Seattle,  Washington 

Correlational  study;  multivariate  analysis 


INSTRUMENTS  USED:  Brain-Age  Quotient;  Wechsler  Adult 

Intelligence  Scale;  Alcohol  Use  Inventory; 
Drinking-Related  Locus  of  Control  Scale; 
Subject  Relapse  Questionnaire;  Hollingshead 
Social  Position  Index;  Shipley  Institute  of 
Living  Scale 

DATE(S)  CONDUCTED:  Not  specified 


NO.  OF  REFERENCES:  58 


This  study  tested  the  hypothesis  of  differential  outcome  on  245  male  veterans  with  differing  levels 
of  neuropsychological  functioning  (NP)  following  a randomization  procedure  that  assigned  patients 
to  2-week  or  7-week  hospitalization  in  a milieu-oriented  treatment  program.  Length  of  posthos- 
pitalization aftercare  was  examined  as  a covariate.  The  veterans  were  grouped  into  high,  middle, 
and  low  NP  (the  low  NP  group  having  the  most  impairment),  based  on  Reitan's  Brain-Age  Quo- 
tient, within  the  two  programs.  Abstinence  was  the  goal.  For  all  groups,  there  was  significant 
improvement  on  all  drinking  and  nondrinking  criteria.  However,  outcome  following  the  2-week 
and  the  7-week  programs  did  not  differ  significantly,  suggesting  the  value  of  briefer  hospitaliza- 
tion, when  accompanied  by  aftercare.  There  was  a marginally  significant  interaction  of  NP  and 
length  of  stay  on  aftercare  completion,  suggesting  that  individualized  treatment  plans  may  be 
important  for  outcome.  Neuropsychological  performance  was  significantly  but  modestly  related  to 
some  outcome  criteria  (e.g.,  abstinence  rates  and  employment  status),  but  there  was  no  consistent 
interaction  with  length  of  stay. 

Aftercare  contracts  were  fulfilled  by  36  percent  of  the  patients.  There  was  a dramatic  difference 
in  abstinence  rates  between  patients  who  completed  and  those  who  dropped  out  of  weekly  aftercare 
(70  percent  and  23  percent).  The  opportunity  for  ongoing  help  and  support  as  problems  arise 
may  be  one  of  the  principal  advantages  of  aftercare.  Programs  that  emphasize  early  relapse  inter- 
vention and  relapse  prevention  may  be  particularly  effective  in  maintaining  aftercare  despite  iso- 
lated lapses.  This  is  of  greatest  importance  during  the  first  90  days  following  inpatient  discharge. 
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Wallston,  K.A.,  and  Wallston,  B.S.  Health  Locus  of  Control  Scales.  In:  Lefcourt,  H.M.,  ed. 
Research  with  the  Locus  of  Control  Construct.  Vol.  1.  Assessment  Methods.  New  York: 
Academic  Press,  1981.  PpT!  189-243. 


SUBSTANCES  STUDIED: 
TREATMENT  MODE: 
SAMPLE  TYPE: 

SAMPLE  SIZE: 

SEX/AGE: 

ETHNICITY: 

LOCALE: 
METHODOLOGY: 
INSTRUMENTS  USED: 

DATE(S)  CONDUCTED: 
NO.  OF  REFERENCES: 


Not  applicable 

Not  applicable 

Not  specified 

Not  specified 

Not  specified 

Not  specified 

Not  applicable 

Theoretical /critical  review 

Health  Locus  of  Control  (HLC)  and 
Multidimensional  Health  Locus  of  Control 
(MHLC)  Scales 

Not  specified 

85 


The  Health  Locus  of  Control  (HLC)  Scale  was  designed  to  measure  generalized  expectancies 
regarding  locus  of  control  related  to  health.  Then  the  Multidimensional  Health  Locus  of  Control 
(MHLC)  Scales  were  developed  to  measure  three  distinct  dimensions:  Internality  (IHLC);  Chance 

Externality  (CHLC),  and  Powerful  Others  Externality  (PHLC).  Two  equivalent  forms  of  the  MHLC 
Scales  have  been  developed,  each  consisting  of  three  6-item  scales  in  a 6-point  Likert  format. 
Three  major  potential  uses  of  a health-related  locus  of  control  scale  have  been  identified — as  an 
independent  variable  to  predict  health  behavior,  as  an  independent  variable  in  combination  v.  ,th 
different  treatment  conditions,  and  as  a dependent  variable  to  measure  treatment  outcome.  A 
description  of  research  done  with  HLC  and  MHLC  Scales  covers  topics  such  as  information-seeking 
studies,  preventive  health  behaviors,  weight  reduction,  smoking  reduction,  behaviors  related  to 
dental  hygiene,  and  adherence  behaviors.  Although  health  locus  of  control  research  is  still  devel- 
oping, the  internal  consistency  of  the  MHLC  Scales  has  held  up  remarkably.  While  the  test-retest 
data  suggest  fairly  good  stability,  conclusions  about  the  scales'  validity  remain  less  certain. 
Because  human  behavior  is  complex,  health  locus  of  control  beliefs  cannot  predict  very  much  of 
the  variance  in  health  behavior.  Implications  for  future  research  are  outlined. 
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SUBSTANCES  STUDIED: 

Alcohol 

TREATMENT  MODE: 

Disulfiram  implant 

SAMPLE  TYPE: 

Alcohol  ics 

SAMPLE  SIZE: 

20  (10  with  disulfiram  implants;  10  with 
placebo  implants) 

SEX/ACE: 

Males  and  females;  mean  age:  34.2  years 

ETHNICITY: 

Not  specified 

LOCALE:  ' 

Not  specified 

METHODOLOGY: 

Descriptive  study 

INSTRUMENTS  USED: 

Laboratory  reports;  physical  examinations 
self-reports 

DATE(S)  CONDUCTED: 

Not  specified 

NO.  OF  REFERENCES: 

19 

Twenty  volunteer  subjects  (four  female)  were  randomly  assigned  to  either  disulfiram  or  placebo 
implants  in  a double-blind  protocol  in  order  to  determine  whether  a disulfiram-ethanol  reaction 
(DER)  results  following  disulfiram  implantation  and  the  extent  to  which  any  reaction  results  from 
a placebo  effect.  All  subjects  were  administered  ethanol  120  hours  after  the  operation,  and 
nurse  observers  judged  none  to  have  any  of  the  signs  of  a DER.  Classic  DER  signs  include 
nausea,  pain,  palpitations,  dyspnea,  patchy  erythema,  perspiration,  and  vomiting.  Patients  were 
interviewed  at  monthly  or  bimonthly  intervals  following  the  15-minute  outpatient  surgery.  Fol- 
lowup was  continued  for  2 years.  While  there  was  no  significant  difference  in  the  period  of 
abstinence  between  the  two  groups  immediately  following  the  operation,  the  disulfiram  patients 
were  abstinent  longer  than  the  placebo  patients.  Nine  patients  in  each  group  resumed  drinking 
at  least  once.  Placebo  patients  reported  nothing  resembling  a DER,  while  8 DERs  were  reported 
or  observed  in  the  disulfiram  patients.  Implant-elicited  DER  tends  to  be  of  longer  duration  than 
oral  DER,  is  typically  less  severe,  and  its  externally  observable  onset  frequently  occurs  only 
after  considerable  ethanol  ingestion. 
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Alcoholics  Anonymous  (see  also  subject  index) 
15,  19,  21,  25,  31,  38,  44,  59,  61,  65,  78, 
91,  112,  117,  136,  143,  170,  178,  181.  18!. 
186,  188,  189,  194,  196,  201,  205,  216,  223. 
224,  227,  228,  229,  231,  232,  234,  238, 

248,  249 
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Alcoholics  Anonymous  buddy  system  21 
alcoholism  information  and  referral  centers 
136,  232 

alcoholism  rehabilitation  hospital  136 
Alcoholism  Treatment  Centers  19,  143 
alcoholism  treatment  programs  in  general  193 
antianxiety  medication  78,  188,  189,  1 94 
anticonvulsants  78,  188 
art  therapy  112,  178 
arts  and  crafts  189 
assertion  training  221 
aversion  conditioning  hospital  136 
aversion  conditioning  program  117,  223 
aversion  therapy /conditioning  25,  31  , 44,  49  , 
59,  78,  83,  108,  112,  181,  188,  189,  194, 

212,  222,  227,  228,  229 
aversion  therapy,  chemical  1 27,  228,  238 
aversion  therapy,  electric  shock  49,  76,  108 
aversion  therapy,  emetic  49 
behavior  modification  54,  1 00,  179,  226 
behavior  therapy  23,  1 27,  186,  221  , 226,  227, 
232,  238 

behavior  therapy,  individualized  165,  190 

behavioral  conditioning  229 

behavioral  self-control  training  108,  112, 

115,  218,  219,  220,  221 
behavioral  therapy  136,  147,  196,  199,  204, 
223 

bibliotherapy  115,  218,  221 
biofeedback  98 

blood  alcohol  concentration  discrimination 
training  112 

business  and  industry  system  136 
clinic  treatment  56,  170,  248 
cognitive/behavioral  therapy  112,  151 
communication  training  221 
community  human  service  agencies  136 
community  meetings  78,  188 
community  reinforcement  21  , 23 
community  therapy  78 

conditioned  reflex  therapy  78,  89,  1 27,  172  , 
205 

contingency  contracting  184 

controlled  drinking  96,  98,  108,  1 1 0,  1 39, 

186,  236 

counseling  54,  98,  127,  188,  202,  203,  218, 

229 

counseling,  directive  129 

counseling,  individual  21,  78,  1 81  , 205,  224, 
237 

counseling,  nondirective  129 
couples  therapy  51,  76,  215 
day  care  246 

day  hospital,  psychiatric  233 
day  treatment  centers  223 
detoxication  15,  17,  51,  112,  196,  210,  224, 
227,  228,  246 

didactic  groups/instructions/sessions  181  , 

249,  250 

dietary  corrections  235 
differential  treatment  157 
discussion  1 95,  228 


disulfiram  1 9 , 21  , 23,  34,  54,  59  , 61  , 85, 

89,  172,  181,  184,  189,  194,  195,  199,  202, 
203,  205 

disulfiram  implant  252 
Drinking  Decisions  Program  178 
drinking  management  training  204 
drug  abuse  therapeutic  community  102 
drug  treatment  of  alcoholism  25,  31  , 36,  1 1 2, 
136,  149,  199,  205,  225,  227,  232,  245 
education  76,  178,  191  , 204,  234,  250 
educational  lectures  and  films  44,  51  , 59, 

78,  188,  189,  194,  201 , 249 
electrosleep  current  112 
emergency  services  56 
exercise  189 
family  intervention  249 

family  therapy  78,  1 1 2 , 136,  181  , 196,  201  , 
227,  232,  238 
fellowship  meetings  78 

fixed-interval  drinking  decisions  program  102 

general  hospital  1 36,  232 

group  activities  59 

group  counseling  21  , 78 

group  discussions  224 

group  hypnotherapy  89,  172 

group  psychotherapy  40,  136,  187,  189,  232 

group  therapy  1 0,  1 3,  76,  78,  85  , 1 1 2 , 1 1 5, 

1 27,  178,  181  , 182  , 201,  205  , 216  , 218,  227, 
229,  235,  237,  238,  249 
group  therapy,  nontraditional  196 
group  therapy,  traditional  147 
halfway  house  15  , 31  , 44,  51  , 59  , 78,  83  , 
112,  117,  136,  189,  194,  196,  201,  205,  222, 
227,  232,  246 
hall  meetings  249 
hospital-based  program  44,  189 
hospitalization  (see  also  inpatient)  28,  31, 

40,  54,  61,  100,  106,  165,  172,  178,  180, 
195,  198,  200,  204,  208,  211,  212,  215, 

224,  234,  244,  245,  249,  250 
house  meetings  194 
hypnosis  31  , 61  , 112 
hypnotherapy  205 
individual  psychotherapy  178,  189 
individual  sessions  with  patient  coordinators 
250 

individual  therapy  201  , 204,  21  5 , 216 
inpatient  (see  also  hospitalization)  63,  1 43, 
205,  210,  229,  246 

inpatient  abstinence-oriented  group  therapy 
51 

inpatient  combined  treatment  program  102 
inpatient  hospital  programs  227 
inpatient  programs  196 
inpatient  psychiatric  233 

inpatient  therapeutic  community  programs  216 

inpatient  treatment  25  , 56,  85 

insight  therapy  38 

institutional  care  1 3 

joint  hospitalization  215 

lithium  89,  104,  106,  199 

logotherapy  196 
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long-stay  farm  246 
marijuana  196 
marital  casework  178 
medical  care  202,  203,  237 
medication  40 
mental  hospital  136 
methadeone  maintenance  102,  216 
milieu,  group,  and  family  treatment  188 
milieu-oriented  program  44,  59,  78,  83,  1 17, 
189,  194,  201 , 223 

milieu  therapy  44,  54,  78,  85  , 89  , 172  , 222  , 
228,  250 
modeling  76 

mood-altering  drugs  238 
multimodal  treatment  programs  112 
Narcotics  Anonymous  216 
natural  healing  processes  248 
nonbehavioral  treatment  199 
nutritional  counseling  196 
occupational  therapy  178,  189  , 229 
operant  approaches  112 
operant  conditioning  techniques  25,  31 
outreach  56 

outpatient  28,  31,  63,  65,  143,  186,  205,  213, 
223,  229,  243,  246 

outpatient  ambulatory  detoxication  232 
outpatient  clinics  1 36,  227 
outpatient  counseling  216 
outpatient  day  program  51 
outpatient  followup  229 
outpatient  group  psychotherapy  40 
outpatient  programs  17,  102,  180,  196 
outpatient  psychotherapy  40,  245 
outpatient  treatment  56,  85,  241 
outpatient  treatment  programs  25 
partial  hospitalization  100 
peer-managed,  self-control  program  191 
pharmacotherapy  196 
physical  exercise  178 
physician  136 
physiotherapy  181 
psychiatric  assessment  237 
psychiatric  hospitalization  141 
psychiatric  treatment  234,  249 
psychologically  oriented  treatment  programs 
68,  70,  72 


SAMPLE  TYPE 

addicts  125 
adolescents  232 
aged  232 

alcohol  abusers  21  3,  223,  241 
alcoholic  husbands  134 

alcoholics  (see  also  problem  drinkers)  15,  19, 
21,  34,  38,  40,  42,  49,  63,  65,  85,  89,  94, 
96,  100,  102,  104,  125,  139,  143,  149,  153, 
165,  172,  178,  186,  189,  190,  192,  194,  196, 

197,  198,  199,  200,  202,  203,  204,  206,  207, 

208,  210,  211,  212,  214,  215,  216,  217,  222, 

224,  225,  226,  227,  228,  232,  237,  238,  240, 

242,  245,  249,  250,  252 

alcoholics,  abstinent  141 


psychometric  testing  237 
psychotherapy,  behavioral  25 
psychotherapy  (see  also  individual  psycho- 
therapy, group  psychotherapy)  31,  44, 

61,  65,  85,  112,  136,  179,  186,  194,  199, 
205,  209,  227,  228,  231 , 232 
psychotropic  medication  234 
public  hospital  59,  78,  83,  1 17,  1 94,  222 
rational  behavior  therapy  38 
recreation  therapy  178 
recreational  activities  44,  78,  188,  194 
rehabilitation  229 

relaxation  training/therapy  112,  115,  181, 

204,  221 

religious  seminars  T78 
religious  services  78,  194 
religious  therapy  229 

residential  treatment  programs  17,  44,  59,  78, 
81,  83,  117,  121,  185,  186,  188,  189,  194, 
222,  223,  227 
salt  tablets  188 

Salvation  Army  44,  59,  78,  83,  1 17,  189, 

194,  201 , 222 

sedatives  78,  188,  189,  194 

self-control  training  184,  211 

self-help  112 

skill  training  51,  59,  250 

social  rehabilitation  61 

social  skills  training  112 

social  skills/self-management  training  204 

social  work  229 

spontaneous  recovery  159,  186,  223,  229 
spontaneous  remission  168 
spot  jobs  78,  188,  194 
systematic  desensitization  25,  31,  112 
therapeutic  community  51,  102 
therapy  (see  group  therapy,  individual 
therapy,  psychotherapy,  etc.) 
transcendental  meditation  229 
treatment  in  general  186,  231 
videotape  feedback  112 
vitamins  78,  188,  189,  194 
vitamin  therapy  235 

vocational  assistance  78,  188,  195  , 204 
vocational  rehabilitation  44,  188,  1 94,  222 
vocational  rehabilitation  clinic  136 


alcoholics  admitted  to  detoxication  facility  2<( 
alcoholics  after  treatment  234,  239 
alcoholics  and  their  families  185 
alcoholics,  chronic  246 
alcoholics,  employed  196 
alcoholics,  incarcerated  196 
alcoholics  in  remission  168 
alcoholics,  recovered  117 
alcoholics,  relapsed  117 
alcoholics,  released  83 
alcoholics,  rural  23 
alcoholics,  skid-row  246 
alcoholics  treated  for  somatic  complaints 
general  hospitals  232 
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alcoholics,  usually  abstinent  141 
alcoholism  treatment  programs  and  their  clients 
188 

attendees  of  Alcoholics  Anonymous  183 

children  of  alcoholic  parents  232 

clinic  patients  170 

college  men  170 

community  controls  117 

core  city  men  170 

couples  215 

dogs  240 

drivers  153 

drug  abusers/users  1 3,  102,  196,  200,  241 
drug  addicts  216 
drug  offenders  10 
ethnic  populations  232 

first  admissions  to  detoxication  centers  17 

followup  studies  54 

high  school  students  191,  210 

inner  city  nondelinquents  248 

inpatients  44,  49  , 51  , 61  , 1 06,  1 23,  1 27, 

139,  153,  201 , 211 , 242,  244 
inpatients,  released  117 
males  with  high  levels  of  serum-gamma- 
glutamyltransferase  98 
migrant  worker  196 
multiple  substance  abuser  196 
nonalcoholic  drinkers  182 
nonalcoholic  wives  134 
nonalcoholics  182,  197,  235 
offenders  10,  13 


METHODOLOGY 

case  study  168,  195 

clinical  observation  234 

comparative  study  1 3,  1 5 , 36,  49,  51  , 54, 

65,  81  , 100,  102,  121  , 134,  147,  149,  151  , 
153,  172,  182,  185,  191,  201,  202,  204, 

211,  214,  216,  224,  228,  233,  235 

correlational  analysis  23,  42  , 61  , 83,  106, 

115,  117,  119,  127,  151 , 168,  189,  194, 

219,  250 

description  21  , 76,  1 17,  1 19,  129,  141  , 174, 
227,  237,  252 

literature  review  25,  28  , 31  , 56,  70,  72  , 89, 
91,  96,  104,  112,  157,  159,  163,  180,  181, 
183,  186,  187,  193,  196,  197,  199,  205,  209, 

217,  225,  227,  229,  232,  238,  240 


INSTRUMENTS 

Addiction  Severity  Index  102,  216 
Aftercare  Measures  249 
agency  records  15,  17,  153,  246 
alcohol-money  machine  38 
Alcohol  Dependence  Scale  151 
Alcohol  Evaluation  Road  Tester  147 
Alcohol  History  Questionnaire  249 
Alcohol  Use  Inventory  174,  250 
Alcohol  Use  Profile  174 


outpatients  36,  40,  76,  134,  184,  192,  241 
patients  at  mental  health  center  with  alcohol 
problems  174 

patients  who  had  completed  treatment  at 
residential  facility  81 
patrons  of  taverns  182 
periodic  drinkers  141 
preadolescent  children  232 
problem-drinking  drivers  196 
problem  drinkers  96,  1 10,  1 15,  147,  151,  184, 
196,  197,  218,  219,  220,  221,  230,  236,  243, 
247 

psychiatric  patients  186,  233 
rats  240 

residential  treatment  programs  42,  192 
rodents  104 
skid-row  alcoholics  232 
social  drinkers  214 

social  drinkers  who  had  been  alcohol  addicts 
195 

spouses  of  alcoholics  119 
spouses  of  controls  119 
treated  alcoholics  59 

treated  alcoholics  and  their  spouses  121 
treatment  dropouts  28 
treatment  staff  2 49 

veterans  40,  49,  51,  102,  123,  129,  178,  202, 
204,  210,  216,  244,  250 
women  186 

women  with  alcoholism  232 
youthful  populations  186 


longitudinal 

study  15 

, 17 

, 23, 

42,  44,  49 

, 59, 

61  , 

63,  65 

i,  76,  83, 

85, 

98,  11 

7,  11 
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143 
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multivariate 

analysis 

10, 

15,  17 

, 34, 

38, 

40, 

54, 
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, 63,  78, 

81  , 

85,  89 

i,  100 
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108 

, 115, 

143,  165, 
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242  , 

247, 
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retrospective  study  1 
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),  47 
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213, 
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theoretical/c 
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iew 

28,  68,  70 

, 72, 

74, 

87, 

91  , 94 

, 96,  104, 

110 

, 112, 

123, 

125, 

131,  136,  155,  157,  161,  163,  179,  183,  186, 
206,  223,  226,  229,  231,  232,  238,  251 


Alcoholic  Involvement  Scale  87,  245 
Alcoholism  Criteria  38 

Anderson's  likeableness  ratings  of  personality- 
trait  words  129 

Areas  of  Salient  Interpersonal  Anxiety  10 
arrest  records  15,  17,  38,  153,  248 
assessment  interview  219 
Attitude  Toward  Abstinence  Treatment 
Scale  245 


286 


Attitudes  and  Interests,  Self-Administered 
Form  143 

Background  Information  Form  42,  44,  59,  78, 
83  , 194,  201  , 222 

background  questionnaire  188,  189 
Basic  Personality  Inventory  243 
Beck  Depression  Inventory  106,  197 
Behavior  Rating  Scales  38 
Benton  Visual  Retention  Test  151 
Berger  Scales  of  Expressed  Acceptance  of 
Self  and  Others  10,  13 
blood  alcohol  levels  143 
blood  tests  220 

Boyhood  Competence  or  Success  248 
Brain-Age  Quotient  250 
breath  analyzer  243 
breath  test  1 91  , 21  8,  220,  221 
Buss  Anxiety  Scale  10 

Butler  Hospital  Alcoholism  Treatment  Outcome 
Index  100 

Canter  Background  Interference  Procedure  40 
Case  Review  85 
Check  List  85 

Childhood  Environmental  Strengths  248 

Childhood  Environmental  Weaknesses  248 

Clarke  WAIS  Vocabulary  Test  151 

Client  Followup  Form  19 

Client  Intake  Form  19 

Client  Interview  143 

client  profiles  230 

Client  Services  Report  19 

clinic  records  248 

collateral  information  sources  165 

Collateral  Interview  143 

collateral  reports  220 

Community-Oriented  Programs  Environment 
Scale  188,  194 
Control  Orientation  Scale  249 
Coopersmith  Self-Esteem  Inventory  191 
counselors'  observations  21 
Craving  and  Withdrawal  Questionnaire  38 
criminal  justice  system  records  216 
death  certificates  198 
Demographic  Questionnaire  38,  108 
Differential  Personality  Inventory  1 23,  242 
Digit  Symbol  Substitution  Test  151 
Drinking-Related  Locus  of  Control  Scale  250 
Drinking  Adjustment  and  Abstinence 
Scales  249 

Drinking  and  Alcoholism  Scale  191 
Drinking  Control  Index  165 
drinking  followup  form  38 
drinking  indices  38 

Drinking  Profile  57,  1 08,  1 1 5,  219  , 236 

Drinking  Questionnaire  38 

driving  and  police  records  1 65,  204 

Drug  Attitude  Scales  87 

DSM-III  scale  248 

Experienced  Control  Scale  211 

Factor  Success  method  165 

Family  Environment  Scale  42  , 59  , 81  , 83, 

117,  119,  121 , 185 
Family  Life  Questionnaire  83 


Fenigstein,  Scheier,  and  Buss  Self- 
Consciousness  Inventory  210 
Follow-Up  Check  List  85 
Follow-Up  Observation  Sheet  85 
Followup  Information  Form  44,  78,  83  , 194, 

201  , 222 

followup  interview  208,  219 
Followup  Survey  19 
Fundamental  Interpersonal  Relations 
Orientation  10 

General  Index  of  Outcome  165 
Global  Assessment  Scale  for  Substance 
Abusers  100 

Global  Rating  of  Drinking  and  Adjustment 
Status  234 

Glossary  of  Mental  Disorders  106 

Goal  Attainment  Scaling  1 1 5,  220  , 221 

Grooved  Peg board  40 

Hand  Steadiness  Test  40 

Health  and  Daily  Living  Form  59  , 83  , 1 17, 

119,  121 , 185 
health  center  reports  191 
Health  Locus  of  Control  Scale  251 
Health  Sickness  Rating  Scale  248 
Hoffer  Osmond  Diagnostic  Test  235 
Hollingshead  Index  51,  117,  215,  250 
hospital  bills  100 
hospital  records  139,  178,  216 
incarceration  records  139 
informant's  questionnaire  208 
Instruction  Manuals  85 
Intake  Information  Form  85 
interviews  1 0,  1 5 , 17,  21  , 49,  51  , 65  , 76, 

85,  117,  119,  127,  134,  139,  141,  147,  151, 
165,  168,  170,  172,  184,  190,  195,  198,  202, 
203,  210,  213,  214,  215,  218,  221,  234,  235, 
236,  237,  247 

inverse  factor  analysis  123 
IPAT  Anxiety  Scale  224 
Isolation  From  Interests  Scale  245 
Isolation  From  People  Scale  245 
laboratory  reports/examinations  49,  65,  98, 
127,  147,  149,  151,  172,  202,  203,  204,  235, 
236,  252 

Last  30  Days  of  Drinking  Questionnaire  208 
Last  Six  Months  of  Drinking  Questionnaire  208 
life  history  abstracts  168 
Life  Problems  Card  Sort  220 
life  table  tests  203 
Lifetime  Drinking  History  151,  243 
liver  function  tests  115,  220 
locus  of  control  measures  (see  also 
Rotter's)  1 97,  220,  251 
Locus  of  Control  Scale  211 
Locus  of  Drinking  Problems  Scale  197 
Lore's  method  123 
MacAndrew  Scale  208 
Marital  Stability  Scale  245 
Marlatt,  see  Drinking  Profile 
Maudsley  Personality  Inventory  61,  6'. 
medical  records  34,  198 

Michigan  Alcoholism  Screening  Test  87,  loo, 
108,  115,  151 , 153,  168,  182 , 208,  21 
221  , 230,  236.  243 
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Mill  Hill  Vocabulary  Test  63 
Minnesota  Multiphasic  Personality 

Inventory  38,  108,  123,  141  , 149,  200,  235, 
242 

mortality  records  143 
Motivation  for  Treatment  Scale  245 
Multidimensional  Health  Locus  of  Control 
Scale  251 
New  Case  List  85 
observations  76,  182,  214 
Occupational  Adjustment  Scales  249 
official  records  23,  153  , 1 92 
Old  Case  List  85 

Out-Patient  Group  Therapy  Form  85 

pain  threshold  measure  38 

Patient  Characteristics  Battery  249 

Personal  Adjustment  and  Role  Skills  Scale  233 

physical  examinations  202,  203,  252 

Physical  Health  Scale  245 

police  records  246 

Prediction  Measure  249 

prison  records  10 

Problem  Checklist  38 

Problem  Drinking  Scale  248 

Problems  Due  to  Drinking  Scale  245 

Profile  of  Mood  States  40,  108,  1 15,  220,  221 

program  records  204 

program/clinical  statistics  61  , 1 02  , 228  , 241 
Psychiatric  Outpatient  Mood  Scale  249 
psychological  adjustment  scale  207 
psychological  tests  65,  87,  234 
Psychosocial  Data  Form  87 
Psychosocial  Functioning  Inventory  100 
Q-Adjustment  Index  249 
Quantity-Frequency-Variability  Index  38 
Quantity-Frequency  Index  19,  40,  185 
Quantity-Volume  Index  38 
questionnaires  65,  78,  98,  119,  168,  170, 

178,  190,  192,  208,  210,  219,  224,  245 
questionnaires,  followup  47,  239 
questionnaires,  intake  47,  239 
Raven's  Progressive  Matrices  63,  151 
record  reviews  195 
reports  of  significant  others  236 
Residential  Status  and  Stability  Index  165 
Revised  Comprehensive  Drinker  Profile  220 
Role  Functioning  Questionnaire  249 
Rorschach  87 

Rosenberg  Self-Esteem,  Stability  of  Self,  and 
Faith  in  People  Scales  10,  13 


Rotter's  Internal-External  Locus  of  Control 
Scale  108,  115,  197,  221 
Sarason,  Johnson,  and  Siegal  Life  Events 
Survey  210 

school  staff  reports  191 
Schutz  FIRO-B  13 
scoring  system  76 
Second  Contact  Interview  143 
Self-Esteem  Index  249 
self-help  manual  219 
self-monitoring  cards  115,  191,  219 
self-monitoring  recording  sheets  211 
self-reports  21,  23,  76,  147,  182,  192,  198, 
220,  236,  252 

Self-Satisfaction  Scale  245 
Severity  of  Alcohol  Dependence 
Questionnaire  198 

Shipley  Institute  of  Living  Scale  51,  250 
Situational  Competency  Test  51 
Situational  Difficulty  Questionnaire  51 
Six-Month  Follow-up  Questionnaire  244 
Sixteen  Personality  Factor  Questionnaire  123 
Social  Competence  248 
social  performance  measures  207 
Social  Readjustment  Rating  Scale  87 
Social  Stability  Scale  245 
Sociopathy  Scale  248 

Straus-Bacon  Social  Stability  Scale  61,  63 
Structured  Interview  220 
Student-Newman-Keuls  Multiple  Range 
Test  121 

Subject  Relapse  Questionnaire  250 
Symptom  Intensity  Inventory  249 
System  Rating  Scale  36 
Szondi  test  172 

telephone  interviews  100  ’ 15,  204,  219 

therapist  evaluation  3 
time-line  followback  interviewing 
technique  192,  247 

Treatment  Experiences  Form  44,  59,  194,  201 
Treatment  Record  Form  85 
treatment  records  85,  117 
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